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Summary 
 
The literature review produced for this thesis systematically analysed qualitative studies 
of cognitive therapy using a methodology checklist and a meta-synthesis technique. Ten 
papers which used qualitative analysis to look at clients’ experiences of Cognitive 
Behavioural Therapy (CBT) met the selection criteria. Seven themes emerged. Three 
were linked to a therapeutic relationships theme; the trusted listener, power and 
authority and others like me. Four were linked to the impact of cognitive therapy theme; 
empowering information, analysing the problem, thinking differently and doing things 
differently. It was concluded that future research should focus on the components of 
cognitive therapy and that differences in technique between CBT and Rational Emotive 
Behaviour Therapy (REBT) should be explored via a qualitative study of clients’ 
experiences of REBT. 
 
A qualitative approach was taken to look at clients’ experiences of REBT. Seven 
participants were interviewed using a semi-structured interview guide and the resulting 
transcripts were analysed using interpretive phenomenological analysis. Three themes 
emerged: one which looked at what it was like to have mental health problems; a 
second, which looked at clients’ expectations and experiences of the more technical 
aspects of therapy, and a third which examined the therapeutic relationship. All of the 
participants appeared to value therapy. However, the extent to which they knew about 
and used the theory and philosophy of REBT varied greatly. These results suggest that 
further research needs to be carried out which looks at how people benefit from therapy 
as clients views may differ from those of therapists. 
 
A critical appraisal of the research process was written using the REBT model to reflect 
the experience of producing the thesis. 
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Abstract 
This paper aims to systematically review the literature on clients’ experiences of 
Cognitive Behaviour Therapy (CBT) and Rational Emotive Behaviour Therapy 
(REBT). Qualitative research papers have been selected to explore this issue as this type 
of methodology allows clients to say what they think with minimal direction from 
researchers. Two types of methodology have been used in this paper; a methodological 
check list and a meta-synthesis technique. A psychology abstract database was searched 
and 10 papers were found which looked at CBT. The papers exhibited several flaws the 
most significant of which were poorly described methodology and possible researcher 
bias. Seven sub-themes emerged during the meta-synthesis. Three were linked to a 
therapeutic relationships theme; the trusted listener, power and authority and others like 
me. Four were linked to an impact of cognitive therapy theme; empowering 
information, analysing the problem, thinking differently and doing things differently. It 
was concluded that more research needed to be done about the components of cognitive 
therapy. In addition, differences in therapeutic technique between CBT and REBT 
should be explored. It was suggested that qualitative research would be suitable for this. 
 
Key words: Cognitive Behavior Therapy, CBT, Rational Emotive, REBT, Qualitative, 
Meta-synthesis. 
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Background 
 Guidelines produced by the National Institute for Health and Clinical Excellence 
(NICE) recognise cognitive therapy as a preferred psychological treatment for many 
mental health issues (NICE, 2004, 2007). There are several forms of cognitive therapy 
practiced in the United Kingdom; most commonly Cognitive Behavioural Therapy 
(CBT) developed by Aaron Beck and his colleagues (A. T. Beck, Rush, Shaw, & 
Emery, 1979), but also Rational Emotive Behaviour Therapy (REBT) developed by 
Albert Ellis (Ellis, 2004). CBT has a large evidence base supporting its use (Padesky & 
Beck, 2003) whereas the literature supporting the use of REBT is less extensive (Ellis, 
2003). However, much of this work seeks to test therapists’ hypotheses and there are a 
paucity of studies which look at therapy from the client's point of view (Manthei, 2005). 
Macran, Ross, Hardy, and Shapiro (1999) make a case for studying therapy from 
clients’ perspectives, both because research tends to show that clients disagree with 
therapists about what works and because mental health professionals’ control of the 
research agenda has lead to a deficit in what is known about something, which is after 
all, a shared process. Evidence taken from qualitative research papers has been selected 
to explore this issue as this type of methodology allows clients to say what they think 
with minimal direction from researchers.  
Objective 
 The aim of this paper is to systematically review qualitative research literature to 
gain an understanding of clients’ experiences of cognitive therapy.  
Review Method 
Electronic Identification of Studies 
 Studies were identified in the American Psychological Association PsycINFO  
electronic abstract database (1806 - present). The search was carried out on the 18th 
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August 2009 using the Dialog DataStar search engine to find English language, 
published articles in which qualitative methodologies were used to examine adult 
service users’ accounts of cognitive therapy. No date limits were set. This was a 
purposive sampling search strategy designed to produce a representative sample of 
papers from a specialist psychology database (Booth, 2006). Two sets of search terms 
were developed and combined; one for cognitive therapy, and a second to identify 
qualitative studies (Appendix A).  
 In order to ensure that the search criteria for cognitive therapy were broad based, 
those used in the development of NICE guidance were reviewed. Terms from the 
“Schizophrenia. Full National Clinical Guideline on Core Interventions in Primary and 
Secondary Care” (NICE, 2003) were selected because they were the most 
comprehensive. These were then piloted and modified to improve their specificity. 
Examples of the resulting terms were CBT, cognitive with behavioural, REBT and 
rational emotive. Identifying qualitative studies within research literature is particularly 
challenging as agreement has not been reached on a universal system of categorisation 
(Dixon-Woods & Fitzpatrick, 2001).  Shaw et al. (2004) recommend three strategies; 
broad based search terms such as qualitative, findings and interview$, database 
thesaurus terms such as article type “qualitative-study” in PsycINFO and search 
terms, which specifically target identifiable qualitative research methods, such as 
grounded theory and discourse analysis. All three strategies were used, with those 
which refer to specific methodologies, being derived from the Hawaii Medical Library 
evidence based filters for the Cumulative Index to Nursing and Allied Health Literature 
cited in Petticrew and Roberts (2005). The names of methodologies using source 
materials generated by authors such as the notes and diaries kept by ethnographic 
researchers were not used.  
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Study Selection 
 The abstracts of the papers found were examined to see if they met the following 
criteria.  
• Participants had undergone a course of therapy which authors labelled as cognitive 
therapy and could be recognised as such from the description in the paper as similar 
to that described by J. S. Beck (1995) in the case of CBT and Walen, DiGiuseppe, 
and Dryden (1992) in the case of REBT. Psychoeducation in isolation was excluded. 
• Participants were over 16. 
• Participants’ views were elicited in audio recorded, semi-structured interviews in 
which the questions were exploratory. 
• Data obtained were analysed formally using a systematic qualitative research 
methodology.  
• The body of data analysed did not include material obtained from participants not 
engaged in cognitive therapy or from therapists. 
• Papers were required to include a detailed discussion of their themes and findings 
backed up by some quotes from participants so that the views of service users were 
represented in sufficient detail for secondary analysis to take place. 
If the abstract did not provide sufficient detail the paper was obtained and reviewed. In 
one case clarification was sought from the paper’s lead author (McGowan, Lavender, & 
Garety, 2005). The reference sections of the selected papers were then examined for 
further papers, resulting in one additional article (Borrill & Iljon Foreman, 1996). 
Quality Assessment 
 Choice of quality assessment method. Quality assessment allows the 
methodological rigour of individual studies to be considered so that decisions regarding 
their inclusion in a synthesis can be made (Pope, Mays, & Popay, 2007). They also 
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inform the evaluation of the findings. There is disagreement about how this is best 
achieved (Yardley, 2008). One approach is to use a list of general criteria such as those 
produced by Elliott, Fischer, and Rennie (1999) or Yardley (2008) as these have the 
advantage of facilitating systematic assessment and comparison. Kuper, Lingard, and 
Levinson (2008) state that this type of guidance can be effective if used in an informed 
and reflective manner. However, Willig (2001) has argued that the epistemological 
positions which underpin the various qualitative methodologies preclude this approach 
and Barbour (2001), although broadly supportive of their use, has suggested that they 
can be applied too prescriptively. In a review of the area (Pope et al., 2007) suggested 
two tools which they considered helpful. These were “10 Questions to Help You Make 
Sense of Qualitative Research” developed by the Critical Appraisal Skills Program 
(CASP) at the Public Health Resource Unit (2006) and that developed by Spencer, 
Ritchie, Lewis, and Dillon (2003). After piloting both as recommended by Patterson, 
Thorne, Canam, and Jillings (2001) the CASP questions were adopted (Appendix B) 
because they were concise and reasonably comprehensive.   
 Data extraction used for quality assessment. This was a two-stage process. 
Initially papers were read to ascertain if the aims of the research and the methodology 
used was appropriate for inclusion using the “Screening Questions” from the CASP 
(2006) tool. The second stage of the process used the “Detailed Questions”. A CASP 
form was printed for each paper under review and notes were made on how well they 
performed on each of the questions and their subsections. A scoring system was 
designed so that the results could be summarised. Papers were categorised as answering 
the question adequately in all aspects except one (P), having partially addressed of the 
question (PA), having not addressed the question (NA) or exhibiting a significant 
methodological flaw (F). 
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Data Synthesis 
 Choice of data synthesis method. Traditionally literature reviews have relied 
on authors combining the contents of relevant papers into a coherent account. Although 
Pope et al. (2007) have criticised this type of narrative review because of its potential to 
produce idiosyncratic accounts lacking transparency in construction; this approach was 
initially adopted. An attempt was made to structure information in terms of the types of 
difficulty being experienced by the participants. However, this led to a review which 
was focused on diagnostic differences and the settings in which people tended to be 
treated rather than clients’ experiences of cognitive therapy; which was the aim of the 
review. It would have been possible to have structured the paper by focusing on various 
cognitive techniques but this presupposes that this is an important aspect of client 
experience. Furthermore, any predetermined structure imposed by the author seemed to 
be contrary to the inductive nature of qualitative research. Another difficulty associated 
with the type of papers being reviewed was organising the volume and diversity of 
information produced. In the case of the studies examined here, the results sections 
consisted of 62 pages of text with themes covering a wide range of subjects such as the 
choice of  prison treatment clinic (Drapeau, Körner, Granger, & Brunet, 2005) and the 
restriction of food intake by participants with eating disorders (Laberg, Törnkvist, & 
Anderson, 2001). In view of these difficulties it was decided that a systematic approach 
to the synthesis of qualitative data was needed which was roughly equivalent to those 
used by organisations such as The Cochrane Collaboration when producing meta-
analyses of quantitative data. 
 An examination of the literature on the synthesis of qualitative research revealed 
that there were several books on the subject (Noblit & Hare, 1988; Patterson et al., 
2001; Pope et al., 2007). Although the techniques involved are less well-developed than 
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those used in quantitative research (Dixon-Woods, Booth, & Sutton, 2007) , they have 
the advantage of allowing themes, and thus the structure of the paper to emerge, rather 
than being imposed. Perhaps the most well established method of synthesising 
qualitative data is meta-ethnography, developed by Noblit and Hare (1988). In this type 
of synthesis findings from each paper are summarised in terms of key concepts and 
metaphors. These are then compared and translated into each other across all the papers 
being considered. In its most interpretive form, “lines-of-argument-synthesis”, Noblit 
and Hare propose that clinical inference, based on the anthropological work of Geertz 
(1973) or grounded theory, based on the work of Glaser and Strauss (1967) could be 
used to produce similarities and differences between the studies being synthesised. 
However, this process looks at the whole paper including the author’s theoretical 
interpretation of the phenomena being studied. This seemed unsuitable for this review 
as the aim was to focus on participants’ accounts. A decision was therefore taken to give 
primacy to the reporting of client experience and an analysis technique was sought 
which would support this. 
 Patterson et al. (2001) state that the data analysis procedures used in primary 
research can also be used to synthesise the results of qualitative studies.  There were 
several reasons why techniques inspired by Interpretive Phenomenological Analysis 
(IPA) described by Smith, Flowers, and Larkin (2009) were used. IPA tries to make 
sense of how people experience phenomena; in this case cognitive therapy. This fits 
well with the aim of this review. In addition IPA assumes that there is a reality, but that 
this can only be interpreted through the lens of people's thoughts and feelings about it 
(Smith et al., 2009). This is very similar to the assumptions underpinning cognitive 
therapy where thoughts and beliefs are seen as mediating peoples’ reactions to the world 
(J. S. Beck, 1995; Walen et al., 1992). While similarities in epistemological position 
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between the analysis method and its subject may not be essential, they do minimize the 
potential for difficulties arising in this area. Furthermore, the need for themes to be well 
described and evidenced along with the other inclusion criteria meant that the analysis 
sample was sufficiently homogeneous for IPA to be used (Smith et al., 2009). However, 
the most important reason for choosing IPA, rather than grounded theory was the stance 
each type of analysis takes about the analyst’s objectivity and subjectivity. Grounded 
theory tends to assume that the researcher is an objective observer (Willig, 2001). 
Whereas IPA assumes that the researcher will be “bracketing pre-understandings and 
exploiting them as a source of insight” (Finlay, 2008, p. 1). Thus the IPA process 
actively encourages the researcher to be aware of their own position with regard to the 
data so that explicit decisions can be made about how prior knowledge will influence 
the analysis. This was important as the author had been using cognitive therapy for 
several years and wanted to carefully examine any assumptions being made. 
 Data extraction used for data synthesis. There is an important difference 
between the methodology used in this paper, and that described by Smith et al. (2009). 
Traditional IPA has a double hermeneutic; in other words, phenomena are first 
interpreted by the person experiencing them and then by the researcher making sense of 
their account. In this synthesis there is a triple hermeneutic as the author is making 
sense of research carried out by others who have in turn, interpreted their participants’ 
interpretations of therapy. As the author knows of only one other researcher (V. A. 
Featherstone, personal communication, October 22, 2009) who has attempted this type 
of analysis a detailed description of the procedure is given. Papers were read and re-read 
with particular attention being paid to quotes from participants and the themes reported. 
This was done to try and minimise the impact of the links made by the primary 
researchers to pre-existing theory as it was clients’ experiences rather than theories 
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about them which were the subject of this review.  Each paper was treated as a case and 
notes were made about it at a descriptive and conceptual level. Themes were then 
generated by combining ideas taken from the notes and the source article. Where 
possible illustrative participant quotes were identified. Sometimes the themes were 
similar to those proposed by the paper's authors and sometimes they differed greatly. 
When all the papers had been reviewed the themes were copied onto pieces of paper and 
laid out on a large surface. The process of looking for connections between the themes 
and linking them to higher order concepts was then carried out. This was a prolonged 
procedure, with several distinct phases. Initially six superordinate themes were 
identified: the therapeutic relationship, being part of a group power and enablement, 
psychoeducational aspects, self as observer and negative aspects of therapy. However, 
these categories seemed unsatisfactory as they contained too many disparate themes. 
They were therefore shuffled and rearranged twice more over a period of weeks until a 
structure, emerged. Finally the themes were re-examined along with the source material 
to check their validity. A master table of themes was then generated (Appendix C).  
 Results 
 The literature search carried out on 18th August 2009 produced 5,386 papers 10 
of which met the review criteria. These studies are presented in Table 1 along with key 
characteristics of participants’ treatment. 
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Table 1 
 
The main features of qualitative studies reviewed with key characteristics of participants’ treatment 
 
Study n Study Title Qualitative 
Method Used 
CBT Offered Time Since 
Treatment 
CBT 
Manual 
cited? 
Therapist 
Fidelity 
Rated? 
Berg, Raminani, 
Greer, Harwood and 
Safren (2008) 
 
 
14 Participants' perspectives 
on cognitive-behavioral 
therapy for adherence and 
depression in HIV 
Not stated or 
referenced. 
10 individual 
sessions 
Not specified – but 
had completed the 
treatment 
Yes Unknown  
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Study n Study Title Qualitative 
Method Used 
CBT Offered Time Since 
Treatment 
CBT 
Manual 
cited? 
Therapist 
Fidelity 
Rated? 
Borrill and Iljon 
Foreman (1996) 
 
10 Understanding cognitive 
change: A qualitative study 
of the impact of cognitive-
behavioural therapy on fear 
of flying. 
Grounded 
Theory 
Single session of 
individual CBT and 
a flight with the 
therapist; often with 
others being treated. 
1-40 months after 
treatment 
No No 
Clarke, Rees and 
Hardy (2004) 
 
 
5 The big idea: Clients' 
perspectives of change 
processes in cognitive 
therapy. 
Grounded 
Theory 
12-20 individual 
sessions. 
On completion of 
treatment. 
Yes Yes 
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Study n Study Title Qualitative 
Method Used 
CBT Offered Time Since 
Treatment 
CBT 
Manual 
cited? 
Therapist 
Fidelity 
Rated? 
Drapeau, Körner, 
Granger, and Brunet 
(2005) 
23 What sex abusers say about 
their treatment: Results 
from a qualitative study on 
pedophiles in treatment at a 
Canadian penitentiary 
clinic  
Comparative 
Analysis. 
Based on 
grounded 
theory? 
Glaser and 
Strauss 
(1967) cited. 
8 month programme 
for 3 hours per day. 
Individual and 
Group sessions over 
2 phases. 
Midway through 
treatment at the end 
of phase 1 
No No 
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Study n Study Title Qualitative 
Method Used 
CBT Offered Time Since 
Treatment 
CBT 
Manual 
cited? 
Therapist 
Fidelity 
Rated? 
Drapeau, Körner, 
Granger, Brunet, and 
Caspar (2005) 
15 
 
 
A Plan Analysis of 
pedophile sexual abusers' 
motivations for treatment: 
A qualitative pilot study 
Plan Analysis 8 month programme 
for 3 hours per day. 
Individual and 
Group sessions over 
2 phases. 
Midway through 
treatment at the end 
of phase 1 
No No 
Glasman, Finlay, and 
Brock (2004) 
 
9 Becoming a self-therapist: 
Using cognitive 
behavioural therapy for 
recurrent depression and/or 
dysthymia after completing 
therapy 
IPA 6 weeks – 6 years 
(Median 4-5months) 
Two participants 
were treated in 
groups and rest 
individually. 
3-10 months after 
treatment 
No Yes 
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Study n Study Title Qualitative 
Method Used 
CBT Offered Time Since 
Treatment 
CBT 
Manual 
cited? 
Therapist 
Fidelity 
Rated? 
Laberg et al. (2001) 
 
7 Experiences of patients in 
cognitive behavioural 
group therapy: A 
qualitative study of eating 
disorders 
Grounded 
Theory 
1-2 group sessions 
per week for 7 
months 
4-5 months after 
treatment 
No No 
Messari and Hallam 
(2003) 
 
5 CBT for psychosis: A 
qualitative analysis of 
clients’ experiences. 
Discourse 
Analysis 
Between 3-18 
months . 
Excluded if it was 
over 2 months since 
therapy ceased. 
Yes No 
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Study n Study Title Qualitative 
Method Used 
CBT Offered Time Since 
Treatment 
CBT 
Manual 
cited? 
Therapist 
Fidelity 
Rated? 
Mukherjee et al. 
(2006) 
 
 
21 Adherence to treatment 
among economically 
disadvantaged patients 
with panic disorder. 
Grounded 
Theory 
Minimum of  4 
sessions of 
individual therapy 
3-12 months after 
treatment 
Yes No 
Newton, Larkin, 
Melhuish, and Wykes 
(2007) 
 
 
8 More than just a place to 
talk: Young people's 
experiences of group 
psychological therapy as an 
early intervention for 
auditory hallucinations. 
IPA Seven week group 
programme. 
Shortly after the 
end of the last 
therapy session 
Yes No 
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The studies found looked at the use of CBT with a broad range of problems including 
depression, anxiety, psychosis and paedophilia. No papers were found which explicitly 
used REBT. A variety of methodologies were used to analyse transcript data; the most 
popular of which was grounded theory, used by four studies. The number of participants 
taking part in each study ranged from 5 to 23 (mean = 11.7) and they had had between 
two sessions to six years of CBT. The time between therapy and the research interview 
varied considerably with some participants being interviewed during the course of 
treatment and some 40 months afterwards. Five out of the 10 studies, stated that 
therapists used a CBT treatment manual but only two studies talked about employing 
therapist fidelity rating scales to ensure that the therapy delivered was that described. 
These scales are relevant because they are used to ensure that therapists adhere to a 
standardised treatment protocol so that the quality and consistency of therapeutic input 
can be assessed and decisions can be made about how to incorporate studies into 
systematic reviews such as those carried out by NICE and The Cochrane Group (e. g. 
NICE, 2009; Wilson, Mottram, & Vassilas, 2008). 
Quality Appraisal Using the CASP (2006) Questions 
 Table 2 gives the results of this appraisal and uses a formal rating system 
outlined in the key to summarise how individual studies faired. From this it can be seen 
that none of the studies reviewed fully met the CASP (2006) criteria. However, none 
were excluded from further analysis on this basis as all answered the first and second 
“Screening Questions” adequately. Performance on the “Detailed Questions” was more 
variable, but all the papers were included in the review because methodologically 
weaker studies can still be of value in the synthesis process (Noblit & Hare, 1988).  
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Table 2 
 
Results of the applying CASP (2006) questions to the papers reviewed 
 
 
Study 
Results of assessing CASP (2006) Questions 1 – 10. 
1 2 3 4 5 6 7 8 9 10 
Berg et al. (2008) P P F P P NA NA F P P 
Borrill and Iljon Foreman (1996) P P P PA P F F P P P 
Clarke et al. (2004) P P P P P F F P P P 
Drapeau, Körner, Granger, and Brunet (2005) P P P P P P NA P P P 
Drapeau, Körner, Granger, Brunet, and Casparet (2005) P P P NA P P PA P P P 
Glasman et al. (2004) P P F P P NA PA P P P 
Laberg et al. (2001) P P P P P NA NA P P PA 
Messari and Hallam (2003) P P P P P P F F P P 
Mukherjee et al.(2006) P P P P P PA P P P P 
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Study 
Results of assessing CASP (2006) Questions 1 – 10. 
1 2 3 4 5 6 7 8 9 10 
Newton et al. (2007) P P P P P P PA P P PA 
Note. n = number of participants. The CASP (2006) questions were:1 = Was there a clear statement of the aims of the research?, 2 = Is a 
qualitative methodology appropriate?, 3 = Was the research design appropriate to address the aims of the research?, 4 = Was the recruitment 
strategy appropriate to the aims of the research?, 5 = Were the data collected in a way that addressed the research issue?, 6 = Has the relationship 
between researcher and participants been adequately considered?, 7 = Have ethical issues been taken into consideration?, 8 = Was the data 
analysis sufficiently rigorous?, 9 = Is there a clear statement of findings? and 10 = How valuable is the research? The results of the CASP 
evaluation are represented in the following way: P = Pass where all the relevant sub-criteria had been met except one, PA = Partially Addressed 
where the majority of relevant criteria had been met, NA = Not Addressed where items were not adequately dealt with in the paper and F = Flaw 
where a significant methodological flaw was found, although other criteria may have been met. 
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 Applying the rating criteria revealed a range of methodological weaknesses. 
Some of these seemed to be general areas of difficulty, such as the relationship between 
the researcher and the participant and ethical issues. Others were specific to individual 
papers. The first 2 items of the CASP (2006) tool are screening questions, which allow 
reviewers to decide whether it is worth continuing with the paper. All the papers 
reviewed met these criteria because they stated their aims and were appropriate in their 
choice of a qualitative methodology. The third question addresses the issue of the fit 
between the methodology chosen and the aims of the study. The paper produced by 
Berg et al. (2008) did not meet this criterion because the data analysis method was not 
explicitly stated. This is important, because the aim should reflect the epistemological 
position of the type of analysis used (Willig, 2001). The study carried out by Glasman et 
al. (2004) also failed on this criterion. They used IPA with the primary aim of looking at 
how participants had employed CBT techniques, if they had, and assumed that 
participants would become self therapists. IPA is concerned with the exploration of 
subjective experience and tends not to make assumptions about what will be found; 
although secondary aims can be more theoretically driven (Smith et al., 2009). The 
fourth question looks at participant recruitment strategy in terms of the aims of the 
research. In general most studies addressed this issue adequately, although none with 
the exception of the study carried out by Messari and Hallam (2003) looked at why 
some people did not wish to be participants. Two studies performed poorly in this area. 
Borrill and Iljon Forman  (1996) described their recruitment strategy, but did not fully 
justify  it in terms of their aims and Drapeau, Körner, Granger, Brunet, and Casparet 
(2005) described the offending history of their participants without relating it to the 
purpose of their study. Question five of the CASP tool asks if data was collected in an 
appropriate way. All 10 studies performed sufficiently well in this area to meet the 
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criteria. In general, the studies reviewed performed well on the first five quality 
appraisal questions. 
 As noted earlier studies performed less well on CASP (2006) questions 6 and 7. 
Question 6 looked at the relationship between researcher and participants and included 
the issue of reflexivity. This was a significant area of difficulty for the majority of 
studies reviewed. From Table 2 it can be seen that three studies did not address this 
issue and Mukherjee et al. (2006) only did so partially when they said that the 
researcher was not part of the person’s clinical team. A significant methodological flaw 
was highlighted in two studies (Borrill & Iljon Forman, 1996; Clarke et al., 2004) 
because some of the researchers were also participants’ therapists. This would have 
made it difficult for them to be unbiased during data analysis. In addition these studies 
were flawed ethically because the anonymity of participants was compromised by 
therapists having access to the transcripts. This type of duel relationship is discouraged 
by the British Psychological Society (2006) in its “Code of Ethics and Conduct”. Other 
studies also performed poorly on question 7 which looked at ethical issues. Three did 
not address this issue adequately and others only addressed it partially because they said 
that they obtained informed consent (Drapeau, Körner, Granger, Brunet, & Casparet, 
2005; Newton et al., 2007) and that the research had been approved by an ethics 
committee (Glasman et al., 2004). The paper produced by Messari and Hallam (2003) 
was also flawed, ethically because consent was sought from clinicians prior to 
participants being approached. While this might initially seem sensible in in-patient 
settings, it was problematic because there was no indication that these participants were 
unable to consent for themselves. Furthermore, if the research was conducted now it 
seems likely that this procedure would contravene the Mental Capacity Act 2005 (UK) 
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which requires inability to consent to be proved. Overall studies performed poorly, 
when reporting reflexivity and ethical issues. 
 Most papers performed relatively well on questions 8 and 9. Question 8 asked if 
the data analysis was sufficiently rigorous. Two papers were found to be flawed. Berg et 
al. (2008) described the way in which they analysed the data but failed to name the 
technique used or to provide references which would have helped to establish its origins 
in the literature. This made it difficult to judge if the product of the analysis was 
appropriate. Messari and Hallam (2003) produced an excellent analysis which seemed 
to closely reflect the different discourses available to the participants. However, 
although they noted that the data obtained from one participant differed significantly 
from that obtained from others; they failed to connect this with this person’s African 
origin which may have meant that he was using different cultural discourses to frame 
his experiences.   
 The final CASP (2006) question looked at the way in which the authors 
discussed the value of their research. Eight studies seem to have done this adequately. 
Two studies only partially addressed this issue. Laberg et al. (2001) focused their 
discussion on a reiteration of their findings and an assessment of the strengths and 
weaknesses of qualitative research, rather than discussing their study in terms of 
existing knowledge about eating disorders. Newton et al. (2007) did examine their 
results using relevant literature. However, they missed the opportunity to link their ideas 
about service users’ perceived levels of agency when dealing with their voices to 
contemporary models of voice hearing. Birchwood et al. (2004) used social rank theory 
to explain why some command hallucinations were complied with while others were 
not. A discussion about the similarities and differences between the two models would 
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have been interesting. This lack is puzzling as older sources by the same first author are 
cited.  
 Overall most studies performed relatively well when assessed using the CASP 
(2006) questions with only five exhibiting significant methodological flaws in specific 
areas. 
Meta-Synthesis of Study Findings 
A synthesis of the papers reviewed produced two master themes; Therapeutic 
Relationships and The Impact of Cognitive Therapy. These were then subdivided into 
subordinate themes. The Trusted Listener, Power and Authority and Others Like Me 
were linked to the Therapeutic Relationships master theme and Empowering 
Information, Analysing the Problem, Thinking Differently and Doing Things 
Differently were linked to the Impact of Cognitive Therapy master theme. Table 3 
shows the studies where themes occurred.
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Table 3 
 
Themes and sub-themes 
 
 
 
 
Study 
Themes 
Therapeutic Relationships  The Impact of Cognitive Therapy 
The Trusted 
Listener 
Power and 
Authority 
Others Like 
Me 
 Empowering 
Information 
Analysing the 
Problem 
Thinking 
Differently 
Doing Things 
Differently 
Berg et al. (2008) Yes No No  No Yes Yes Yes 
Borrill and Iljon Foreman (1996) Yes Yes Yes  Yes No No Yes 
Clarke et al. (2004) Yes Yes No  No Yes Yes Yes 
Drapeau, Körner, Granger, and 
Brunet (2005) 
Yes Yes Yes 
 
No Yes No No 
Drapeau, Körner, Granger, 
Brunet, and Casparet (2005) 
Yes Yes Yes 
 
No No No No 
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Study 
Themes 
Therapeutic Relationships  The Impact of Cognitive Therapy 
The Trusted 
Listener 
Power and 
Authority 
Others Like 
Me 
 Empowering 
Information 
Analysing the 
Problem 
Thinking 
Differently 
Doing Things 
Differently 
Glasman et al. (2004) No No No  Yes Yes Yes Yes 
Laberg et al.  (2001) Yes Yes Yes  Yes No No No 
Messari and Hallam (2003) Yes Yes No  Yes Yes Yes No 
Mukherjee et al. (2006) No No Yes  Yes Yes Yes Yes 
Newton et al. (2007) No Yes Yes  Yes Yes No No 
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A Master Table of Themes is included in Appendix C. Throughout this paper quotes 
taken from participants’ accounts appear in italics while those taken from papers do not. 
It should be noted that punctuation and the designation which identifies individual 
participants has been retained from the original paper. 
 Therapeutic relationships. This master theme looks at the impact of others on 
the client in therapy. These relationships are with therapists and fellow clients. 
 The trusted listener. This theme looks at the qualities which therapists and other 
group members needed to possess to create a supportive therapeutic environment. One 
aspect of this seems to be being able to talk and be listened to. For example, patient 5, a 
member of a group for those with eating disorders, said “The group was wonderful. 
Today, I can still feel the support. I sometimes have telephone conversations with other 
group members, and ... just talk about how we're getting along.” (Laberg et al., 2001, p. 
166). Anna in the study carried out by Clarke et al. (2004) talked about listening in the 
following way; “I never felt that she switched off once, I always felt she was listening” 
(p. 85). This implies that there is a special quality associated with therapeutic listening, 
which differentiates it from listening in every day life. Part of this might be, being the 
exclusive focus of attention, rather than having to attend to someone else's agenda as 
well as your own. Client 6 from the study carried out by Borrill and Iljon Foreman 
(1996) seems to confirm this when they said “I wanted to speak to someone who would 
be interested in me and not a mass of people” (p. 66). Having someone listen and 
respect your point of view may be particularly pertinent for those who have psychosis 
because experiences such as voice hearing tend to be classed by the medical 
establishment as symptoms to be got rid of rather than phenomena that have personal 
meaning. Participant C3, who had been diagnosed with psychosis, talked about this in 
the following way: “Instead of me being looked upon in any particular way, re: the 
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crime, you know, as a burglar, or a murderer or a rapist or a thief. I’m looked upon as 
an individual with a problem.” (Messari & Hallam, 2003, p. 179). From this it seems 
that therapeutic listening is far more than just hearing what is said.  It seems to involve 
focusing on the other person’s experience rather than your own and treating that 
experience as being valid for that individual even though you may have different 
explanations about its origins. 
 Another aspect of therapeutic relationships seems to be trust. For example a 
participant in the study carried out by Berg et al. (2008) said that “he made me feel so 
comfortable and he was so sympathetic that, as soon as I came in the door, I could start 
sharing with him” (p. 276). This seems to indicate that a sympathetic hearing 
engendered enough trust for the participant to start talking about their problems. 
Paedophiles wanted therapy groups where they could ask for “help and trust” (Drapeau, 
Körner, Granger, Brunet, & Casparet, 2005, p.314) and in another study (Drapeau, 
Körner, Granger, & Brunet, 2005) said that therapists should be “honest, respectful, 
non-judgemental, available and even loving or caring” (p. 106). An example of what 
happens when trust breaks down is given below:  
“one day, they say blue, one day black, and then one day red. Nothing seems 
solid enough here. The rules are there but not everyone follows them. So 
how can you expect someone to feel safe and try an’ fix his problems?” 
(Drapeau, Körner, Granger, & Brunet, 2005, p. 104) 
Here the collapse of trust seems to be linked to the client's perception that the group 
cannot be relied on to be consistent and honest in the way they deal with him. This has 
then made the therapeutic environment feel so unsafe that he has become reluctant to 
engage in therapy. 
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 From this it seems that being able to listen and being trustworthy are important 
attributes of any therapeutic relationship whether this is professional, or with others who 
have similar problems. 
 Power and authority. Many participants in the studies seemed to be aware that 
the therapeutic relationship was one in which the therapist had more power than the 
client. Indeed, it is possible that Anna described being "Initially taken back when the 
therapist was so young" (Clarke et al., 2004, p. 75) because she expected the therapist to 
have the experience and authority associated with an older person. Within groups 
participants seem to value therapists’ ability to keep order. Jocaster said: “[The 
facilitators] made us all get our voices heard” (Newton et al., 2007, p. 137). 
Participants from the paedophile population studied by Drapeau, Körner, Granger, 
Brunet, and Casparet (2005) reported that they wanted strong authoritarian therapists 
who would act as parental figures. Some people tested this out, and one participant 
reported that he and others gave their therapists a hard time because “I just want to 
make sure they can put up with this shit” (p.319). It seems that therapists were expected 
to regulate how they and others handled the difficult subjects being discussed as well as 
turn taking within the group. What this and the other accounts seem to show is that 
therapists are expected to have authority and that this is often perceived as beneficial. 
 Patient 2 in the study carried out by Laberg et al. (2001) said that she thought 
that “the therapist should have applied more pressure” (p. 168). The authors of this 
paper argued that the desire for direction from the therapist was linked to a need to be 
looked after. The implicit message in this seems to be that it was problematic that 
clients were not ready to take responsibility for themselves. Borrill and Iljon Foreman 
(1996) talked about clients’ need for the therapists to be in control, rather differently. 
They proposed that participants borrowed confidence from the therapist so that they 
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could do things that they had previously feared. Client 7 said “I felt like she was in 
control and she was going to look after me and make me better” (p. 66). They then 
went on to suggest that this was a stage which participants went through in order to 
achieve their goals. The idea that participants moved from relying on the therapist to 
being self-reliant was referred to by Ellen: “At first I relied on T then I moved over to 
relying on myself” (Clarke et al., 2004, p. 77). It seems that having the therapist take 
responsibility may be a stage in the development of autonomy; a process which it could 
be argued, had yet to be completed by the participants in the study carried out by 
Laberg et al. (2001). 
 Implicit in the following two examples is the understanding that therapists are 
more powerful than their clients because they make decisions which make a substantive 
impact on their client’s lives. However, clients sometimes used their knowledge about 
the power relationship in order to pursue their own agenda. For example, when the 
interviewer asked what participant C4 hoped to get out of therapy. He said that he 
thought that talking to the psychologist would get him discharged from hospital, 
because “I’m doing things I’m supposed to do” (Messari & Hallam, 2003, p. 176). This 
seems to be an example of compliance rather than engagement in therapy. Some 
participants seem to feel the need to exert their autonomy in other ways: 
“It’s a bit of a running gag we have here. When they (therapists) don’t want 
to hear you they tell you you’re distort.... distorting and then they don’t have 
to deal with you” (Drapeau, Körner, Granger, & Brunet, 2005, p. 108). 
Here humour seemed to be being used to psychologically distance the participant from 
the therapists. The subversive quality of this quote may have been linked to the prison 
environment where covert rebellion may have been the only option for those who felt 
that therapy was compulsory in order to gain release from prison. 
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 In summary, the unequal power relationship between therapist and client is often 
seen as beneficial. However, in environments where coercion may be permissible, such 
as prisons, in-patient units and outpatient clinics for people diagnosed with psychosis, 
participants may comply with therapy because they feel that not doing so would be 
detrimental. 
 Others like me. Participants in several studies highlighted the importance of 
knowing that they were not alone in their difficulties. A quote taken from the paper by 
Laberg et al. (2001) encapsulates this: “All the patients talked about the importance of 
this sense of not being alone, which eased their feelings of shame and guilt.” (p. 167). 
While it is possible that the shame and guilt referred to may have been specific to an 
eating disorder population it may also relate to social stigma. Others have also found 
having a mental health problem stigmatising. Chidi; part of a group for people who 
experienced auditory hallucinations, said “Like people take the mickey around my area, 
so [...]. Other people find it weird.” (Newton et al., 2007, p. 134). This seems to suggest 
that the problem was hostility as well as lack of understanding. Hostility was also an 
issue for the paedophiles who took part in the study carried out by Drapeau, Körner, 
Granger, and Brunet (2005) as their physical safety was at risk in prisons where they 
were not as well segregated as they were in the treatment clinic. Being amongst peers 
who had committed similar offences and did not judge or criticise seemed to help 
(Drapeau, Körner, Granger, & Brunet, 2005; Drapeau, Körner, Granger, Brunet, & 
Casparet, 2005). Worrying about the reactions of others also seemed to contribute to a 
sense of isolation. Knowing that there were people who had similar problems seemed to 
alleviate this. For example, client 6 described her reaction to meeting someone who also 
had a fear of flying in the following way: 
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“When I went I found another lady, who had a similar fear to me ... it was 
great, because we could relate to each other and express ourselves, because 
what she was saying I felt. Up until then nobody felt like I did; everyone 
thought flying was wonderful” (Borrill & Iljon Foreman, 1996, p. 69).  
The effect of knowing that there are others with similar difficulties does not necessarily 
require a meeting. For example a participant in the study carried out by Mukherjee et al. 
(2006) said that “Just knowing that I wasn't an isolated case, that it was a real 
diagnosis for which I could get help. Without a diagnosis you just suffer in silence.” (p. 
1747). One study reported some disadvantages of being treated in a group of people 
with similar problems (Laberg et al., 2001). They gave the example of participants 
disagreeing about how similar or varied group members should be. In addition, patient 6 
said “If the others were not doing well, it was hard to sit there and say, ‘Well, I've 
managed to eat really well all week, and I feel great,’ and so on” (p. 167). Generally, 
knowing that people have similar problems to yours seemed to be helpful; although 
there were some disadvantages. 
 The impact of cognitive therapy. Cognitive therapy involves teaching clients 
techniques which help them to deal with their problems more effectively. This master 
theme looks at how clients understand and apply what they have learnt in therapy.  
 Empowering information. Being provided with psychoeducation about their 
difficulties was valued by people across a range of settings and clinical populations. For 
Peter just the “presence of knowledge” (Glasman et al., 2004, p. 343) was enough 
whereas others found specific information helpful. Patient 3, a member of an eating 
disorder group said: “I was glad to get all these facts of what really happens in your 
body” (Laberg et al., 2001, p. 169). Clients with panic disorder also felt empowered by 
the information contained in written materials: The “workbook ... explained the cycle of 
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fear and I found that to be helpful not only for my panic but for other areas of my life” 
(Mukherjee et al., 2006, p. 1747). Client 6, who feared flying said that her therapist 
explained “the mechanism of fear within the body” (Borrill & Iljon Foreman, 1996, p. 
67) and reported that this knowledge enabled her to cope. The clients in these studies 
seemed to find information helpful, particularly about the physical aspects of their 
problems, perhaps because this normalised things which were otherwise outside their 
customary experience. 
 For clients diagnosed with psychosis the position was more ambiguous. Some 
found that medical or cognitive explanations of voice hearing helped them to deal with 
the experience (Messari & Hallam 2003; Newton et al., 2007). Patience put it like this: 
“especially after you’ve seen like/like doctors and stuff, and they’ve 
reassured you that it’s voices that you’re hearing, then it’s nothing really to 
be scared of, they can’t hurt you.” (Newton et al., 2007, p. 140). 
However, others did not accept these explanations (Messari & Hallam, 2003; Newton et 
al., 2007). One participant said: “they tell me, the medical establishment, tell me are 
hallucinations, I still believe they are real” (Messari & Hallam, 2003, p. 179). Perhaps 
one of the reasons why medical explanations are less helpful for this group is that they 
are based in the culture of western medical science whereas examples of supernatural 
voice hearing appear in many religions of both eastern and western origin. It therefore 
seems difficult to dispute the legitimacy of these ideas without invalidating a person's 
religious and cultural beliefs. 
 Overall information about the problem seems helpful, as long as it does not 
conflict with pre-existing social attitudes. 
 Analysing the problem. Both CBT and REBT teach people to monitor and 
analyse their thoughts so that they can become aware of the part that their thinking plays 
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in their problems. In the earlier stages of therapy the therapist tends to facilitate this 
growth in awareness. For example a participant in the study carried out by Mukherjee et 
al. (2006) said that just “Talking with someone else, made me realise how I was acting.” 
(p. 1747) and Harinder recalled one of the therapists using questions to help him see 
“what made me stop hearing voices” (Newton et al., 2007, p.136). Other participants 
recalled their therapists teaching them a cognitive model so that they could analyse their 
experiences. Evidence of this can be seen when C5, a participant in the study carried out 
by Messari and Hallam (2003), talked about how his therapist helped him to understand 
ingrained beliefs: “he’s slowly introduced me to a theory of, that's the difference 
between er feelings and behaviour and er and and moods, and so forth, and how they 
interplay” (p. 178). The cognitive model is taught with the intention that clients will 
eventually start to use it on their own. Participants in three studies talked about this. For 
Dave analysing his thoughts was sufficient to change how he felt: “One of the main 
things, if you do actually sit down and write things down, it's amazing how it changes 
your mood” (Clarke et al., 2004, p. 85). For Mary there was more involved. She said: 
“I sat down and wrote down the negative things that I was feeling, what it 
had churned up, yet again, um. It hadn’t churned up anything new. So I 
dealt with that and then I saw the situation of how it is today” (Glasman et 
al., 2004, p. 341). 
This implied that it was not only the technique being remembered but past applications 
of it as well. One participant described their discovery that they could be “independent 
in my problems because I can assess it, take it apart, analyse it and restructure it.” 
(Berg et al., 2008, p. 276). It could be argued that this participant has acquired a sense 
of freedom because they now have control over their problems. However, for others the 
application of cognitive techniques could be oppressive. Several prisoners in the study 
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carried out by Drapeau, Körner, Granger, and Brunet (2005) found the idea of cognitive 
distortions difficult to understand and some found it difficult to talk because “when you 
do, they say you are distorting. And when you don't, you're avoiding” (p. 108). In 
general, learning cognitive techniques seems to have helped participants gain control 
over their thoughts but not when the outcome of the analysis was determined by others. 
 Thinking differently. Clients undergoing cognitive therapy are encouraged to 
break the cycle of dysfunctional thinking by analysing their thoughts for veracity (Berg 
et al., 2008; Clarke et al. 2004; Drapeau, Körner, Granger, & Brunet, 2005; Glasman et 
al., 2004) or challenging them (Borrill & Iljon Foreman, 1996). However, while some 
clients use these methods, others adapt them or develop new ways of thinking, which 
are helpful, but bear very little resemblance to the original ideas taught in cognitive 
therapy. For example, Peter said that he tried to “do something to just stop the cycle and 
that gives me a breathing space to think about it and that is increasingly enough” 
(Glasman et al., 2004, p. 342). He also described, how he thought about analysing his 
thoughts formally but found that going out for a walk was sufficient to allow him to 
think rationally again. The idea that stopping to think is helpful on its own seems to be 
supported by this quote supplied by a participant in the study carried out by Mukherjee 
et al. (2006). They report someone saying that they learnt to “stop, think, and work 
through panic attacks” (p. 1747). For some breaking the pattern was not so easy 
especially when close family members were involved. Meg said, “It doesn’t have the 
same impact, it’s not strong enough almost, I kind of need an injection of something 
when I am with them” (Glasman et al., 2004, p. 345). There may be several reasons why 
CBT strategies were ineffective in this case. Perhaps, patterns of behaviour were too 
well established, or members of the family system were too enmeshed for change to be 
effected by one person.  
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 Another change, which seems to come about as a result of therapy, is the ability 
to think more positively. For example Mary said that she needed to “think about positive 
things” (Glasman et al., 2004, p. 341) and C4 a participant in the study carried out by 
Messari and Hallam (2003) said “ it just makes me er think about the future in a more 
positive way” (p. 177). This sentiment is echoed by Anna who said that the experience 
of therapy had made her feel “like I was 10 years ago, positive and energetic” (Clarke et 
al., 2004, p.  88). Two participants then go on to link this new positive attitude to the 
ability to cope with difficult thoughts more effectively. A participant in the study 
carried out by Berg et al. (2008) said: “My thoughts became more productive and more 
positive. Sometimes, even if they remain negative, my reaction to them was different” (p 
.275). This seems to show that having a positive attitude is not only helpful in itself but 
also allows you to take a step back and tolerate negative thoughts. This seems to be 
similar to the experience of another participant in the same study, who said “To bring a 
positive look at it helped me to break that cycle” (Berg et al., 2008, p. 275) indicating 
that there may be a relationship between being positive and being able to stop and think. 
In general this theme seems to show that changes in thinking can be rather different to 
those suggested by the theory of cognitive therapy. 
 Doing things differently. This theme looks at what people do differently as a 
result of having CBT. One aspect of treatment for HIV positive clients with depression 
was behavioural activation. This helped people to pace their activities and increase their 
social networks. As a result, one participant said “I was less focused on things that were 
getting me down” (Berg et al., 2008, p. 275). Other changes in behaviour also seem to 
result from participation in therapy. A key element of this seems to be a willingness to 
take risks. Mary in the study carried out by Glasman et al. (2004) described the 
following incident: 
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“While my husband was away I went out for lunch in town with a friend of 
mine. That’s the first time I’ve done that. I wouldn’t have taken that risk of 
doing it, but I did. I did think about that ... but I just went with it.” (p. 342). 
This seems to be a good example of a new way of thinking, resulting in something 
being done differently. Although risk is not explicitly mentioned in the following 
extract it seems inherent in what Barbara is saying: “I don’t feel I have to hide part of 
me because they won’t like it” (Clarke et al., 2004, p. 88). In other words, Barbara is 
prepared to risk others not liking her. Two papers talk about the link between doing 
things and an increase in confidence (Borrill & Iljon Foreman, 1996; Mukherjee et al., 
2006). A client with panic disorder reported that cognitive therapy “pushed me beyond 
what I feel my limits are ... to take a little bit more of a risk. I gained confidence from 
doing that” (Mukherjee et al., 2006, p. 1747). This seems to indicate that the 
consequence of taking risks is confidence. However, it may also be the case that gaining 
confidence then allows people to take further risks thus making the relationship between 
the two ideas reciprocal rather than linear. A participant in the study carried out by Berg 
et al. (2008) explains how this works in terms of the cognitive model: 
“It made me realise that you can actually change your behaviour, and by 
changing your behaviour you could change your feelings, and by changing 
your feelings you could change your thinking, and by changing your 
thinking you could feel more healthy about yourself.” (p. 275). 
What this theme seems to encapsulate is the idea that thoughts, feelings and behaviour 
interact and that change in one area can affect another. 
Discussion 
 One of the most startling results of this review is the small number of papers 
found. Only 0.20% of the studies identified using the criteria were relevant. This 
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compares unfavourably with the results obtained by Shaw et al. (2004) when they 
looked for qualitative papers about breast-feeding. They found 7,420 papers, 3.53% of 
which were pertinent to the aims of their study. It is possible that this result is a 
reflection of the general lack of qualitative research about therapy, which Rennie 
identified in 1994. However, it is also possible that the need to prove that cognitive 
therapy works using randomised controlled trials of manualised therapy has lead to a 
paucity of research about the therapeutic relationship (Gilbert & Leahy, 2007), and that 
this in turn has led to a scarcity of client focused studies. 
Issues with Methodology 
 Overall, the CASP (2006) checklist was found to be a useful tool, although there 
were some issues with its use. For example, some of the sub-questions were redundant 
with certain types of methodology, such as the one concerning data saturation. It was 
also difficult to decide if studies has passed or failed if a question had only been 
partially answered. This was overcome by developing a scoring system. An additional 
difficulty was discerning how well authors had related their findings to specialist 
research literature. This problem was made more acute by the diverse range of 
diagnostic categories reviewed. Many papers did not address issues of reflexivity and 
ethics adequately. However, this may be an artefact of journals adopting strict word 
limits and traditional attitudes towards paper layout, rather than a methodological flaw. 
Finally, the checklist does not look at how well the paper resonates with the reader, a 
nebulous, but essential quality that all good qualitative papers should have (Elliott et al., 
1999). Despite these problems the CASP checklist seemed to perform well because it 
allowed research methodology to be assessed systematically and highlighted areas of 
difficulty successfully.  
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 There were several areas in which the methodology used may have affected the 
results of the review. One was the lack of clarity about the content of therapy. For 
example, only six studies stated that they were using a therapy manual and only two 
said that they had addressed the issue of therapist fidelity to the cognitive model (Table 
1). This may be why some studies produced little data which could be included in the 
Impact of cognitive therapy theme. Furthermore, the research question may also have 
influenced this. For example, the study carried out by Drapeau, Körner, Granger, 
Brunet, and Casparet (2005) looks at engagement in therapy and produces results which 
are much more relevant to the therapeutic relationship, rather than the technical aspects 
of the treatment. Another issue which could have caused bias were therapists analysing 
data provided by their clients (Borrill & Iljon Forman, 1996; Clark et al., 2004).  
Meta-Synthesis of Study Findings 
 The therapeutic relationships, master theme concerned participants’ experiences 
of helpful relationships, both with therapists and other people with similar problems. 
These types of relationships have long been a topic of discussion in the psychotherapy 
literature (Freud, 1940; Rogers, 1957). However, this aspect of therapy has attracted 
less attention in cognitive therapy (Safran & Muran, 2000), as it has been assumed that 
therapists acquire the necessary relational skills as part of their core professional 
training (Gilbert & Leahy, 2007). This neglect hardly seems justified, given that 
common factors associated with the therapeutic relationship account for approximately 
30% of outcome variance (Norcross, 2002). Nearly all of the studies reviewed supported 
this master theme. The only exception being research produced by Glasman et al. 
(2004) which looked at how people used what they had learned in therapy after the 
therapeutic relationship had finished and therefore did not focus on this area. 
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 The findings from this review suggest that one of the most important aspects of 
any therapeutic relationship is talking to a trusted listener. This type of listening seems 
to have a special quality to it in that it centres on the client. This is consistent with 
Greenberg's (2007) view that an essential task of the therapist is to convey the idea that 
the client’s concerns and emotions are the primary focus of therapy. For people with 
psychosis another aspect of the therapeutic relationship was being taken seriously and 
treated with dignity. Davidson (2003) suggests that clinicians generalise the lack of 
insight, which is sometimes associated with the specific symptoms of psychosis into an 
attitude which discounts other things that are being said. The views of clients in the 
study carried out by Messari and Hallam (2003) suggest that some therapists were able 
to avoid this, thus strengthening the therapeutic alliance. Another significant aspect of 
therapeutic relationships identified by the review was trust. One of the qualities which 
engendered this seemed to be sympathy, which is similar to empathy, described by 
Rogers (1957) as one of the core conditions necessary for constructive personality 
change. The significance of empathy is supported by a meta-analysis carried out by 
Bohart, Elliott, Greenberg, and Watson (2002) which found that empathy accounted for 
7%-10% of outcome variance and contributed more to successful CBT outcomes than it 
did to other therapies. Some of the other qualities mentioned were being non-
judgemental and honest. It can be argued that these correspond with the core conditions 
of unconditional positive regard and congruence. Indeed, the rupture in therapeutic 
alliance reported by a participant in the study carried out by Drapeau, Körner, Granger, 
and Brunet (2005) seems to be linked to incongruence, as a lack of transparency seemed 
to be the issue. Overall, the findings of the review in this area seem well supported in 
the psychotherapeutic literature. 
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 The use of power in the therapeutic relationship seems to be ambiguous, with 
some clients feeling that they benefit from it and others feeling the need to rebel against 
it. Participants in the studies reviewed wanted therapists who were authoritative. 
Keijsers, Schaap, and Hoogduin (2000) found that therapists who were self-confident, 
skilful and active tended to do better and linked this to social influence theory in which 
therapists used social power to influence clients. Clients also wanted therapists to ensure 
that rules governing groups were enforced. This seems consistent with the idea that 
clients feel safe when therapy is offered in the context of a containing relationship 
which is boundried (Holmes, 2001). Another aspect of the power relationship between 
therapist and client was the borrowing of confidence (Borrill & Iljon Foreman, 1996). 
This seemed remarkably similar to the ideas of Vygotsky (as cited in Hmelo-Silver, 
Duncan, & Chinn, 2006) in which learning takes place in a zone of proximal 
development and is made easier by support offered by the person teaching. This study 
tends to suggest that the beneficent use of power can be helpful. Proponents of REBT 
and CBT take different views on this issue. CBT has been described as a therapy which 
uses collaborative empiricism (A. T. Beck et al., 1979). An example is the use of guided 
discovery in which questions are used to help clients explore their own knowledge of a 
situation (Padesky, 1993). However, Lowe (1999) argues that calling therapy 
collaborative does not lessen the institutional power of the therapist but rather enhances 
it because of the concealment involved. Ellis (2005) also advocated collaboration but 
saw therapists as experts who should use their knowledge to intervene directly when the 
client was experiencing difficulties. An example is teaching the client to dispute their 
irrational beliefs (Walen et al., 1992). Another finding was that participants who were 
likely to have experienced the more coercive aspects of “treatment” tended to comply 
rather than engage in therapy. Gilbert (2000) theorised that clients who feel inferior and 
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therefore less powerful than their therapists’ will tend to hide their feelings about 
ruptures in the therapeutic relationship to prevent a loss of status. This would be 
consistent with participants’ accounts. In summary there seem to be a complex set of 
interactions between clients and therapists with regard to power and authority. The 
evidence presented here tends to suggest that ideas about collaboration on their own can 
not encompass these. 
 The participants in six studies talked about how important it was to know about 
or have contact with others, who had similar problems. This was particularly apparent in 
studies of group therapy. This seems to be related to the concept of cohesiveness; a 
sense of belonging, acceptance and validation suggested by Yalom and Leszcz (2005) 
as the primary therapeutic factor for those attending groups. It is also possible that 
participants in the reviewed studies felt that they were less likely to encounter the 
ostracism and victimisation shown towards people with mental health problems 
(Cutcliffe & Hannigan, 2001) with others like themselves. A recent survey carried out 
for the Department of Health seems to confirm that having a mental health problem is 
stigmatising. For example, 49% of those surveyed thought that someone with a mental 
health problem could not be held responsible for their own decisions and only 31% 
believed that the use of mental hospitals to treat clients was outdated (Taylor Nelson 
Sofres, 2008). While it can be debated whether or not paedophiles fall in to this 
category; participants from this group were also victimised. It therefore seems that the 
prejudice often encountered by participants could have left them feeling socially 
isolated which, may be why it was so helpful to encounter people with a similar 
difficulty. 
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 The second master theme looks at the impact of therapy from the client's point 
of view. Some aspects of this theme are readily recognisable from the literature on 
cognitive therapy but others are less so.  
 Although technique accounts for only 15% of outcome variance (Norcross, 
2002) it is the main subject of many professional books on cognitive therapy (e.g. J. S. 
Beck, 1995; Walen et al., 1992). One aspect of this is psychoeducation. This falls into 
two categories; education about the “illness” and education about the psychotherapeutic 
model being used. The first theme looks at the effect of learning about the “illness”. 
Participants in 7 of the studies found this type of psychoeducation useful. The effect 
was particularly marked in those with anxiety who were given information about their 
physical symptoms. This is consistent with the treatment outlined by Wells (1997). 
Only some of the participants who heard voices found this aspect of therapy helpful. All 
the studies, which looked at this population, reported instances where clients’ beliefs 
about the nature of their problems did not match those of the medical establishment in 
which therapy was taking place. Davidson (2003) suggests that a cross-cultural attitude 
would be more productive than a medicalised view of psychosis as this would make it 
possible to understand the meaning that clients attach to their experiences. Appropriate 
strategies could then be developed without asking people to give up their religious or 
cultural heritage. The second theme, analysing the problem, concerned learning and 
applying the cognitive model. Evidence of this was found in seven studies (see Table 3). 
For the most part this seems to have been a positive experience, which helped people to 
view their problems in a different way. Initially the therapist helped with this, but 
eventually participants gained mastery over their problems by using the techniques on 
their own. Examples which correspond to those described by the participants can be 
found in “Mind over Mood” (Greenberg & Padesky, 1995).  Finally Drapeau, Körner, 
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Granger, and Brunet (2005) reported a breakdown in the therapeutic relationship when 
prisoners thought that cognitive distortions were being imposed on them. This is 
consistent with findings that the persistent use of techniques, which clients find 
unhelpful is associated with poor therapeutic alliance (Binder & Strupp, 1997). This 
may indicate that therapists, who are too directive, alienate clients. However, this result 
may be symptomatic of the coercive nature of the prison environment observed by 
Waldram (2008). In general, it seems that the information given to clients by cognitive 
therapists is helpful. 
 The theme Thinking Differently seems to show that clients take away things 
which are not explicitly part of the cognitive model. It is possible that participants are 
simplifying the techniques taught to them. For example, stopping to think could derive 
from analysing thoughts and thinking positively could be linked to changing negative 
cognitive bias. If this were solely the case individuals might be expected to abridge 
what they've learnt in different ways. However, there seems to be a systematic distortion 
and it may be that participants are accessing existing social discourses in the same way 
that participants are described as accessing an “I am ill” (p.181) discourse in the study 
carried out by Messari and Hallam (2003). Research carried out by Wilkinson and 
Kitzinger (2000), with cancer patients, supports the idea that thinking positively is a 
discourse associated with illness, and that it is a socially normative moral requirement. 
This may apply to therapy clients too. Thinking positively and taking a step back was 
associated with dealing with negative thoughts in a different way. These accounts 
suggested that some participants did not actively engage with their negative thoughts 
but managed them by having a different relationship with them. This seems similar to 
third-generation approaches to CBT, such as Acceptance and Commitment Therapy and 
mindfulness in which thoughts are observed almost as if they were external events 
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(Pierson & Hayes, 2007). There may also be a link to frustration tolerance, an idea that 
originates in REBT, which encourages clients to tolerate adversity; a description which 
could be applied to negative thoughts. This theme seems to be an interesting one as the 
phenomena observed do not seem to be explained coherently in the CBT literature. 
 In both CBT and REBT behaviour plays an important part in changing thoughts 
via behavioural experiments in the case of CBT (Bennett-Levy et al., 2004) and shame 
attacking and risk-taking in the case of REBT (Walen et al, 1992). Evidence from this 
review suggests that people find behavioural change worthwhile in its own right. This 
idea seems to be supported by evidence that suggests behavioural activation is an 
effective treatment for those suffering from depression (Gortner, Gollan, Dobson, & 
Jacobson, 1998). However, people also seem to benefit from its effect on thinking. 
There is a difference in emphasis between the types of behaviour, which each therapy 
regards as helpful. In CBT behavioural experiments tend to be set up so that peoples’ 
catastrophic predictions are proved wrong. In REBT, clients are encouraged to 
experience failure so that they no longer fear it and are prepared to take risks. There 
seems to be a paucity of evidence about the efficacy of these therapeutic techniques 
(Bennett-Levy et al., 2004). Although a study carried out by Bennett-Levy (2003) using 
the self reports of trainee therapists seemed to confirm that behavioural experiments 
were more effective in promoting belief change than automatic thought records. This is 
clearly an area which requires further research. 
Limitations 
 Practical considerations limited the number of databases searched. This is 
unsurprising given that eight people were involved in a comparable search carried out 
by Shaw et al. (2004) and only one in this paper. Ideally, other medical and nursing 
databases will be searched in the future. It would have also been useful to have had 
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several researchers involved in the project as Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines recommend that others are consulted 
so that decisions regarding the inclusion and exclusion of papers can be crosschecked 
(Liberati et al., 2009). However, it's important to note that the quality of the analysis 
would not necessarily have been enhanced in this way as a credible audit trail, rather 
than inter-rater reliability, is used to ensure methodological rigour in IPA (Smith et al., 
2009). Another limitation of the search was its restriction to studies which labelled the 
therapy involved as cognitive or rational emotive. It would have been possible to have 
included third-generation cognitive therapies such as studies of acceptance and 
commitment therapy and mindfulness, which tend to expand the repertoire of 
technologies used by cognitive therapists (Pierson & Hayes, 2007). However, if this had 
been done the studies reviewed would have been far less homogeneous and therefore 
unsuited to IPA (Smith et al., 2009). A different analysis method would have been 
needed such as Meta-ethnography (Noblit & Hare, 1988). In addition, so little is known 
about client perspectives on more traditional cognitive therapy it seemed sensible to 
limit the review to these.  
 This review adopted an untested method of synthesis and there therefore seems 
to be a need to assess its efficacy. On a practical level the IPA methodology described 
by Smith et al. (2009), usually used to analyse interview transcripts, seemed to adapt 
easily to identifying themes based on the reviewed papers’ reports of client experience. 
It also solved the problem of imposing a predetermined structure on inductive research 
and facilitated a systematic approach. In addition, this type of methodology allowed the 
author to bracket and use their understanding of cognitive therapy. An example of this 
was the theme thinking differently which looked at how clients perceived changes in 
their thinking as a result of therapy. It is hardly surprising that this theme emerged as 
What clients tell us about Cognitive Therapy 
 
47 
working explicitly with thoughts is central to the cognitive approach (J. S. Beck, 1995; 
Walen et al., 1992). However, bracketing this knowledge allowed a range of 
experiences to be grouped together to form a theme which showed that clients’ 
understanding of changes sometimes differed considerably from what would be 
expected given the techniques traditionally taught in cognitive therapy. This contrast 
was then highlighted as a result of the author’s therapeutic knowledge. It therefore 
seems possible to conclude that some aspects of this way of organising and reviewing 
papers worked well, although there are other aspects, which may attract criticism. 
Another potential difficulty was the focus on participants’ accounts, rather than the 
whole paper. This would have not been the case if an established methodology such as 
those described by Noblit and Hare (1988) had been used. Finally, using a triple 
hermeneutic may be problematic as it inevitably removes the conclusions drawn from 
the analysis one stage further from the phenomenon being studied. As the synthesis 
methodology used in this paper is untested it seems likely that these issues will only be 
resolved when the study is subjected to peer review. 
Conclusions and Suggestions for the Future  
 In general this review suggests that a great deal more needs to be understood 
about how clients respond to cognitive therapy. One of the first issues that should be 
addressed is the disproportionate emphasis on technique rather than relationship in the 
literature. This is particularly important as technique only accounts for approximately 
half of the amount of outcome variance as relationship (Norcross, 2002). Cognitive 
therapy claims to be a collaborative therapy in which client and therapist share power. 
This idea is not supported by the results of this review even where power differentials 
were perceived to be used beneficently. Furthermore, there seems to be a difference 
between what clients take away from therapy and what they are taught. If this is a 
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common systematic distortion this needs to be investigated further. There also seems to 
be a lack of evidence supporting the use of behavioural techniques and this should be 
addressed. In addition, the analysis of themes highlighted some important differences 
between CBT and REBT in the areas of therapist expertise, thought analysis, and 
behavioural techniques. This suggests that it would be useful to have qualitative studies 
of REBT so that these findings could be compared to those reviewed in this paper. 
Overall, it would seem useful, if a great deal more research was carried out, which 
looked at the components of cognitive therapy. Qualitative research would be ideal for 
this, as it allows clients to speak for themselves. This seems essential given that 
hypothesis testing in many of the areas of deficit highlighted by this review may be 
premature. 
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Abstract 
Objectives. Rational Emotive Behaviour Therapy (REBT) is an established 
form of cognitive therapy. However, no studies were found which qualitatively 
looked at service users’ experiences of REBT. This study aims to do this. 
Design. A qualitative approach was taken because relatively little is known about 
service user’s views’ of REBT and hypothesis generation seemed premature. A small 
purposive sample of clients was selected and interviewed with the aim of generating 
rich experiential accounts. 
Method. Severn participants, who had had at least eight sessions of REBT were 
interviewed using a semi-structured interview guide. The data were transcribed and 
analysed according to the principles of interpretive phenomenological analysis (Smith, 
Flowers, & Larkin, 2009). 
Results.  Three themes emerged: one which looked at what it was like to have 
mental health problems; a second, which looked at clients’ expectations and experiences 
of the more technical aspects of therapy, and a third which examined the therapeutic 
relationship. 
Conclusions. All of the participants appeared to value therapy. However, the extent to 
which they knew about and used the theory and philosophy of REBT varied greatly. 
These results suggest that further research needs to be carried out which looks at how 
people benefit from therapy as clients views may differ from those of therapists. 
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Rational Emotive Behaviour Therapy (REBT) 
 REBT was first practiced in 1955 by Albert Ellis (Ellis, 2004b). One of the 
major influences on its development was stoic philosophy which originated during the 
Hellenistic period in Greece and then later in Rome (Ellis, 2000). A phrase written by 
Epictetus, often quoted by Ellis, encapsulates the concept at the heart of REBT; “Men 
are disturbed not by things but by the views they take of them” (as cited in Ellis, 2000, 
p. 21). In REBT the aim is not only to help clients change specific cognitions but to 
adopt a philosophy which prevents future problems. 
 Cognitive therapies have traditionally emphasised the collaborative nature of 
their approach (Beck, Rush, Shaw, & Emery, 1979; Ellis, 2003b). A key component of 
this has been empowering clients by sharing knowledge about the cognitive model 
(Scott & Dryden, 2003). According to REBT theory people upset themselves because of 
their beliefs about events rather than the events themselves. These beliefs are termed 
irrational because they represent unrealistic, global and inflexible ways of viewing the 
world which result in self-defeating behaviours and excessively distressing or unhealthy 
emotions (Dryden, 1995). For example preferences such as it would be nice if other 
people liked me become irrational when they become unreasonable demands such as 
people must like me. Demands such as these are unlikely to be met all of the time and 
usually result in distress and ineffective actions such as avoidance. Ellis (2000) 
proposed that problems can be analysed in terms of the ABC model; Activating events 
(A), Beliefs (B), and their emotional, behavioural and cognitive Consequences (C). In 
REBT these beliefs are categorised into primary demands such as the one described 
above and secondary beliefs which are usually attached (Dryden, 2001). These 
secondary beliefs fall into three categories; awfulizing (Saying something is the worst 
thing that could ever happen, when it is not.), low frustration tolerance (Saying I can't 
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stand it, when you do.) and excessive downing or derogation of self, others or the world 
(Walen, DiGiuseppe, & Dryden, 1992). Once taught, this model is used to breakdown 
the processes which lead to the target problem and to help clients and therapists develop 
interventions which facilitate change. These include challenging or disputing irrational 
thoughts so that demands are replaced with preferences and encouraging clients to 
behave in ways which are contrary to their irrational beliefs (Dryden, 2001).  
 Over time the aim of REBT is not only to work towards specific therapeutic 
goals but to encourage the generalisation of realistic, flexible attitudes, which promote 
well-being. Ellis recommended that therapy should “help people with disturbances 
make a profound ideational and philosophic change” (Ellis, 2003b, p. 233) so that they 
could use these attitudes in a wide variety of situations. One aspect of the philosophy of 
REBT is the unconditional acceptance of self and others. This proposes that all human 
beings are fallible and can make mistakes. It precludes the totality of a person being 
judged by any one behaviour or set of behaviours and suggests that it is far better for 
human beings not to rate themselves or others at all but only “rate their thoughts, 
feelings and actions for their heuristic or pragmatic value” (Ellis, 2004a, p. 440). 
Another attitude encouraged by REBT therapists is unconditional life acceptance. This 
is the acceptance of whatever life throws at you without demanding that reality be other 
than it is. This does not preclude the experience of very strong negative emotions or 
taking action to prevent adverse events in the future, but does suggest that demands 
based on the idea that life must be fair or easy, should be abandoned (Ellis, 2003b). Ellis 
also thought that human beings would be happier if they became long-term hedonists 
who worked towards goals that gave them pleasure because this would help to bring 
purpose and meaning to life (Ellis & Harper, 1997). However, he also thought that these 
objectives should be long-term as someone who seeks short-term gratification without 
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considering the consequences is unlikely to benefit from this behaviour over a period of 
time. A final principal underlying the practice of REBT is agency; in that people are 
seen as responsible for their own problems within the constraints imposed by biology 
and the social environment (Ellis, 2000). These principles are well established in the 
literature of REBT, although they have not been well researched. 
 Although REBT has not been the subject of the vast number of scientific studies 
that other therapies have engendered (Ellis, 2003a) several reviews give cautious 
support to its efficacy (David, Szentagotai, Kallay, & Macavei, 2005; Engles, 
Garnefski, & Diekstra, 1993; Lyons & Woods, 1991). Research has also been carried 
out, which looks at the theoretical underpinnings of REBT. For example, Harris, 
Davies, and Dryden (2006) used an experimental design to look at participants’ 
responses to a stressful real life situation using physiological indices and multiple 
psychological measures. They found that those holding irrational beliefs felt the greatest 
increase in anxiety; supporting the hypothesis that irrational beliefs can cause 
unpleasant emotions. Although the philosophy of REBT is well developed in the 
literature, there is limited evidence that these ideas are valid therapeutic concepts. In 
addition concern has been expressed about their use early in therapy as clients may find 
them difficult to relate to their problems (DiGiuseppei, 1996) whilst Ellis (1996) 
reported that “such arguments are not always effective” (p. 104) in clinical practice. 
From this it is possible to conclude that more research is needed in this area. One way 
of doing this would be to ask clients about the impact of being educated in the model 
and philosophy of REBT. 
Why ask Clients? 
 Within any human relationship there will be differing ideas about what type of 
communication is helpful. Campbell (2007) argues that within mental health services, 
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service users’ opinions have largely been invisible and Manthei (2005) notes the paucity 
of research which investigates counselling from the clients’ point of view. Macran, 
Ross, Hardy, and Shapiro (1999) make a powerful case for the inclusion of client 
perspectives in therapy research. This is because clients are active participants in 
therapy and are partners in the formation of the therapeutic alliance. As these factors 
influence successful outcome (Norcross, 2002) it can be argued that they need to be 
studied from both client and therapist perspectives. In addition there is evidence that 
service users, whose views are not taken into account, do not successfully engage in 
treatment and are therefore denied access to it (Fitzpatrick, 1994). Furthermore some 
studies have suggested that there is relatively poor agreement between clients and 
therapists about the active ingredients of the therapeutic process (Barkham & 
Shapiro,1986; Elliott, 1986; Llewelyn, 1988) and a better understanding might improve 
outcomes. Gilbert and Leahy (2007) suggest that the need to prove that cognitive 
therapy works using randomised controlled trials of manualised therapy has led to a 
paucity of research about the therapeutic relationship. One way of addressing this gap 
would be to carry out qualitative research which asks clients about their view of therapy 
(Rennie, 1994). A review of  the literature on REBT and Cognitive Behavioural 
Therapy (CBT) produced 10 studies which used systematic qualitative analysis to look 
at the experiences of clients elicited in semi-structured interviews (Berg, Raminani, 
Greer, Harwood, & Safren, 2008; Borrill & Iljon Foreman,1996; Clarke, Rees, & 
Hardy, 2004; Drapeau, Körner, Granger, & Brunet, 2005; Drapeau, Körner, Granger, 
Brunet, & Caspar, 2005; Glasman, Finlay, & Brock, 2004; Laberg, Törnkvist, & 
Anderson, 2001; Messari & Hallam, 2003; Mukherjee et al., 2006; Newton, Larkin, 
Melhuish, & Wykes, 2007). However, all the studies found concerned CBT and none 
looked at how clients understand the process of REBT. As REBT tends to use more 
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didactic methods than CBT and places more emphasis on philosophy (Ellis, 2005) a 
qualitative study of this type of therapy seems warranted. 
Rationale and Research Question 
 A case has been made for conducting research which adds to the literature about 
REBT. It has also been argued that studying clients’ understandings’ of the philosophy 
and model of REBT are important because little is known about how these ideas impact 
on clients’ internal worlds. More generally, clients’ perspectives have been neglected in 
therapy research and it has been proposed that qualitative techniques can be useful in 
addressing this.  
 The aims of this study are to explore the meanings that clients’ attach to their 
experiences of REBT and to look at how the model and philosophy of REBT impacts, if 
at all, on clients’ worlds.  
Method 
Design 
 Previous studies exploring service user’s experiences of cognitive therapy have 
largely employed grounded theory (Borrill & Iljon Foreman, 1996; Clarke et al., 2004; 
Drapeau, Körner, Granger, & Brunet, 2005; Laberg et al., 2001; Mukherjee et al., 2006) 
or Interpretive Phenomenological Analysis (IPA) (Glasman et al., 2004; Newton et al., 
2007) to analyse semi-structured interviews with participants. This is probably because 
these methods tend to focus more on what a person has said rather than trying to 
identify how elements of a person's account fit into a socially constructed discourse. 
While qualitative methods such as discourse analysis provide an interesting view of 
data, they are perhaps less representative of the ideas of those being interviewed, and 
therefore less suited to this study than grounded theory or IPA.  
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 Grounded theory is a useful approach which was originally designed by two 
sociologists, Barney Glaser and Anselm Strauss, to produce explanatory, theoretical 
models of social processes (Willig, 2001). In its full version it requires researchers to 
continue sampling various data sources including interviews until saturation is reached 
and no new categories emerge. In some forms grounded theory uses techniques such as 
axial coding and conditional matrices to ensure that the researcher maintains a focus on 
social phenomena (Strauss & Corbin, 1990). In contrast IPA developed by Jonathan 
Smith, a psychologist, focuses on making sense of the meanings that people attach to 
their experiences; usually using a small sample with the aim of producing an analysis 
that has richness and depth (Smith, Flowers, & Larkin, 2009). It is both inductive in that 
it does not make assumptions about the relative importance of certain types of findings 
and idiographic because it seeks to illustrate the life worlds of individuals as well as 
developing shared themes (Smith, 2004). Based on these descriptions IPA seemed more 
suited to this research as it aimed to understand the clients’ perspective in therapy 
without making assumptions about what was being studied such as the importance of 
looking at therapy as a social process. In addition, rich descriptions of client’s 
experiences may allow a better understanding of the differences between psychological 
theory and service users’ perceptions of therapy; thus facilitating more effective ways of 
therapeutic working. Another difference between grounded theory and IPA is the 
sample size needed. Saturation in grounded theory can require many cases to be found 
and analysed, making it time consuming and difficult to predict when the research will 
be complete. This presents a practical problem for many researchers who have a 
deadline to meet. A solution to this is to employ an abbreviated form of grounded 
theory, such as that used by the CBT studies cited above. However it can be argued that 
in this form the “method is reduced to a technique for systematic categorisation” (p. 46) 
Experiencing Rational Emotive Behaviour Therapy 
 
70 
and that research questions which look at the meaning of participants experiences may 
be better addressed using phenomenological research methods such as IPA (Willig 
2001). 
 Grounded theory and IPA also make different assumptions about how 
knowledge is acquired. Grounded theory sees social processes as things to be observed 
(Willig, 2001) whereas IPA takes an epistemological position, originating in 
phenomenological philosophy, that knowledge about the world is rooted in the 
experiences that people have of it (Smith, 2004). Thus the observation and the observer 
are linked. This makes IPA’s underlying philosophy congruent with the basic theory 
underpinning cognitive therapies; in that it assumes, like the ABC model, that there is a 
reality, but that this is only understood via peoples’ interpretations of it (Smith et al., 
2009). In addition, there is much more emphasis on the researcher’s role in the 
construction of the analysis in IPA (Smith, 2004). Following the hermeneutic tradition, 
IPA assumes that researchers bring their own experience to an analysis and that their 
contribution should be made explicit by reflexivity (Willig, 2001). This was an 
important methodological consideration for this study because the researcher had 
specialist knowledge of the language and philosophy of REBT. While this may aid the 
interpretation of participants’ meanings it was also a potential source of bias which 
needed to be addressed. While some proponents of grounded theory acknowledge the 
impact of the researcher on research, not all do (Charmaz, 2008), which made it less 
suited to this study’s research question. Overall, IPA seemed to be an appropriate 
qualitative research methodology for a study which tries to understand clients’ 
experiences of a psychological intervention. 
 Seven participants who had had at least eight sessions of REBT were 
interviewed using a semi-structured guide (Appendix A). The interviews were audio 
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recorded and transcribed verbatim. Data were analysed according to the principles of 
IPA (Smith et al., 2009). 
Materials 
 The interview was conducted using a semi-structured interview guide (Appendix 
A). The first part of the guide contained a set of prompts, which were used at the start of 
the interview. They were designed to ensure that participants understood how their data 
were going to be used, their right to withdraw, and the limits of confidentiality should 
risk issues be raised. The second part of the interview guide consisted of questions 
designed to be neutral, free of jargon and open (Smith, Jarman, & Osborn, 1999). A 
“funnelling” technique was used, in which questions graduated from the general to the 
specific (Smith, 1995). This was intended to allow the respondent as much freedom as 
possible to talk about therapy in their own way before being directed towards topics 
more specifically related to REBT. Questions did not use REBT terminology, as it was 
thought that this might artificially introduce them to the data. The therapist's name was 
used to ensure that participants focused on their current experience of REBT, rather than 
past experiences of therapy. The interviews were recorded using two digital audio 
recording devices. 
 Therapists, participants and medical practitioners were contacted using letters, 
information leaflets, information sheets and forms. (See Appendices B to D  for 
documents sent to therapists, Appendices E to I for documents sent to participants and 
Appendices J and K for the letter sent to medical practitioners and the letter which 
would have been sent  to participants had their doctor advised them that it was not in 
their best interests to take part in the research.) These documents were designed to 
comply with the ethical requirements of the University of Wolverhampton (See 
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Appendix L for ethical approval correspondence.), and those of the National Health 
Service (See Appendix M for ethical approval correspondence.). 
Participants 
 Therapist participants were recruited via the United Kingdom Centre for REBT 
in association with Birmingham University, peer supervision email list (See appendices 
B to D for materials sent). Both were associate fellows of the Albert Ellis Institute, New 
York. This level of qualification requires therapists to attend several REBT training 
courses, participate in observed practice and to submit recorded therapy sessions for 
expert rating. Both were therefore suitably qualified to deliver therapy using the REBT 
model described by Dryden (2002).  
 Service user participants were recruited by their therapists who gave them a 
letter, a research information leaflet, an information sheet and a form to fill in 
(Appendices E to H). They formed a purposive sample and were included in the study if 
they were over 18 and had had at least eight sessions of REBT. They were also required 
to have supplied relevant details about the professionals involved in their care 
(Appendix H). A diagnosis was not specified in the selection criteria as REBT is a 
trans-diagnostic model.  They were not required to have done well in therapy. Table 1 
gives more detail about the participants. Information regarding attendance, number of 
therapy sessions, referral diagnosis and unhealthy emotions were obtained from 
therapists after participants had signed the consent form (Appendix I). 
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Table 1 
Participant Characteristics and Interview Length 
Name Age Ethnicity Number of 
Therapy 
Sessions 
Currently 
Attending 
Therapy 
Referral 
Diagnosis 
Unhealthy 
Emotions 
Therapist and 
Setting 
 
Interview 
Length 
(Minutes) 
Kahil 
 
50’s Middle 
Eastern 
10+ 
 
Yes Depression Depression and 
shame 
Therapist 1 
Primary Care 
31 
Tariq 20’s Middle 
Eastern 
19+ 
 
Yes Depression and 
post traumatic 
stress disorder 
Depression and 
shame 
(trauma) 
Therapist 1 
Primary Care 
18 
Experiencing Rational Emotive Behaviour Therapy 
 
74 
Name Age Ethnicity Number of 
Therapy 
Sessions 
Currently 
Attending 
Therapy 
Referral 
Diagnosis 
Unhealthy 
Emotions 
Therapist and 
Setting 
 
Interview 
Length 
(Minutes) 
Jane 50’s European 8 
 
No 
3 months 
since end of  
therapy 
Depression and 
binge eating 
Depression and 
anger 
Therapist 1 
Primary Care 
30 
 John 40’s European 140+ 
 
Yes Bipolar disorder Depression and 
anxiety 
Therapist 2 
Secondary Care 
44 
Joseph 20’s Afro-
Caribbean 
8 
 
Yes Low mood Depression 
(procrastination/ 
assertiveness) 
Therapist 1 
Primary Care 
40 
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Name Age Ethnicity Number of 
Therapy 
Sessions 
Currently 
Attending 
Therapy 
Referral 
Diagnosis 
Unhealthy 
Emotions 
Therapist and 
Setting 
 
Interview 
Length 
(Minutes) 
Lydia 40’s European 21 
 
Yes Depression and 
post traumatic 
stress disorder 
Depression and 
shame (trauma) 
Therapist 1 
Primary Care 
29 
Susan 60’s North 
American 
10+ Yes Depression  Depression  Therapist 1 
Primary Care 
29 
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Seven people took part in the study. All were users of the National Health Service. Six 
were seen in primary care at their general practitioner’s surgery and one in secondary 
care mainly at an outpatient psychology building. The interviews lasted between 18 and 
44 minutes. None of the service user participants were known to the researcher prior to 
the study. 
Procedure  
 Potential therapist participants were contacted by email using the peer 
supervision mailing list of the United Kingdom Centre for REBT in association with 
Birmingham University. This mailing list was made up of therapists who had previously 
obtained qualifications in REBT approved by the Centre. Therapists were sent a letter 
giving details about the study, an information sheet and a consent form to sign 
(Appendices B to D). They were also supplied with the service user participant leaflets 
and information sheets (Appendices F and G). If a therapist agreed to take part they 
gave potential service user participants, who met the inclusion criteria, information 
about the research and how to participate (Appendixes E to H). If participants decided 
to opt into the study they returned a form to the researcher containing their contact 
details, and those of their medical personnel with permission for them to be contacted. 
(Appendix H) A letter giving information about the research was then sent to the 
potential participants’ General Practitioner and Psychiatrist, if they had one (Appendix 
J). The research protocol called for participants to be informed of any reservations that 
doctors’ had about them taking part (Appendix K) although the right to consent was 
retained by participants in accordance with the Mental Capacity Act 2005 (UK).  
 Obtaining details of participants’ doctors also meant that in the unlikely event 
that a participant raised a serious risk issue, such as the intention to commit suicide or to 
harm others during the interview, there was a referral pathway which could be used 
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immediately. A Chartered Clinical Psychologist accredited by the British Psychological 
Society (BPS) was also available, should participants have wished to talk about issues 
raised in the research interview to someone other than the researcher. These measures 
were taken to ensure the welfare of the participants as it could be argued that they were 
a potentially vulnerable group. 
 The date and time of the interview was arranged with participants using the 
contact information that they had supplied (Appendix H). The meeting took place in a 
quiet room in the building where therapy had taken place. At the beginning of each 
interview the researcher used a prompt sheet at the start of the interview guide 
(Appendix A) to ensure that participants understood the conditions under which the 
interview was taking place. After any areas of uncertainty had been discussed, a consent 
form was signed (Appendix I), and the audio recording devices were activated. During 
the interview the interviewer tried to maintain a balance between enabling participants 
to articulate their experiences in their own way and using the research guide to direct 
the conversation. After the recording devices were switched off participants were given 
the opportunity to talk about their reaction to the interview and were asked if they 
wished to receive a brief report about the research findings. Throughout the researcher 
was supervised by a BPS Chartered Clinical Psychologist. This was done so that the 
interviewer had a confidential forum in which the issues raised by the interviews could 
be discussed.  
Analysis 
 The interviews were transcribed verbatim. Any material which could have 
potentially identified the participants or the therapists was removed and participants 
were allocated pseudonyms. The data were then analysed using the IPA protocol 
described in Smith et al. (2009). This is a dynamic process in which knowledge is co-
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constructed between the researcher and the participants. There is a double hermeneutic 
involved because the researcher tries to make sense of accounts derived from 
participants making sense of a phenomena: in this case the experience of REBT. Finlay 
(2008) describes this process as a dance, where  “There is tension as the researcher 
moves between striving for reductive focus and being reflexively self-aware; between 
bracketing pre-understandings and exploiting them as a source of insight; between naïve 
openness and sophisticated criticality.” (p.1). In this study each participants account was 
examined separately, without reference to the others. Four categories of notes were 
made on the right hand side of the transcript; descriptive, linguistic, conceptual and 
observations which arose out of the researcher’s knowledge as an REBT therapist. The 
first three categories are described by Smith et al. (2009). The forth category was added 
to heighten the researchers awareness of how previous experience was affecting the 
analysis. This was done so that explicit decisions could be made regarding it. When this 
process was complete the comments and participants’ accounts were examined together 
to produce a tentative set of emergent themes on the left hand side of the transcript. 
These were then re-examined. Similarities and differences between the concepts were 
used along with supporting quotations to arrive at a set of themes for each participant 
(Appendix N). The next part of the process involved copying all the themes that 
emerged from individual cases and laying them out on a large surface so that patterns 
across the cases could be identified. These were sorted and resorted on several 
occasions until a pattern of superordinate and subordinate themes emerged. (See 
Appendix O for linkages between individual’s themes and the final analysis.) The last 
stage of the analysis was the construction of a narrative using the themes and extracts 
from the transcripts. This was then reviewed and a final decision about the structure of 
themes was made. A master table of themes was then generated (Appendix P). 
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Throughout the validity of the analysis was checked by referring and re-referring to the 
transcripts. 
Results 
 Three main themes emerged from the analysis. The first concerned people's 
problems, the second was about the therapy and the third dealt with the role of and 
relationship with the therapist. The themes and sub-themes were structured as follows. 
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Table 2 
Themes and Sub-themes 
 
 
 
 
 
Participant 
Themes 
The Problem  The Therapy  The Therapist 
Sinking 
in the 
Mire 
Locating 
the 
Problem 
 Expectations 
of Therapy 
Additional 
Information 
Digging 
Out 
Thoughts 
Using 
the ABC 
Model 
Difficulties 
in Applying 
the REBT 
Model 
Changes  I Like 
to Talk 
Prickles 
Kahil Yes Yes  Yes No Yes Yes No No  Yes No 
Tariq No Yes  No No No Yes No No  Yes No 
Jane Yes Yes  Yes Yes Yes Yes Yes No  No Yes 
John Yes Yes  Yes Yes Yes Yes Yes Yes  Yes Yes 
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Participant 
Themes 
The Problem  The Therapy  The Therapist 
Sinking 
in the 
Mire 
Locating 
the 
Problem 
 Expectations 
of Therapy 
Additional 
Information 
Digging 
Out 
Thoughts 
Using 
the ABC 
Model 
Difficulties 
in Applying 
the REBT 
Model 
Changes  I Like 
to Talk 
Prickles 
Joseph No Yes  Yes Yes Yes Yes No Yes  No No 
Lydia Yes Yes  Yes Yes No Yes Yes No  Yes Yes 
Susan Yes Yes  Yes Yes Yes Yes Yes Yes  Yes Yes 
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Table 2 shows which participants contributed to which themes. When transcripts are 
quoted ... indicates a pause and [...] has been used to show places in which identifying 
information or the interviewer’s prompts have been omitted. [Therapist] indicates places 
where the therapist was named. 
The Problem 
 The first theme concerned the issues that brought participants to therapy. For 
some this was a major part of what was discussed while for others it was less important. 
There were two sub-themes which emerged; how it felt to be depressed and the causal 
attributions people made about their problems. 
 Sinking in the mire. This sub-theme looks at the experience of having 
mental health problems. John recalled having “an overwhelming sense of fear all 
the time” and Jane’s description of her thoughts suggested why this might be so: 
“you become anxious about your weight, or your, um, your lack of friends 
or your, you’re not sleep, or your health, you know, um, er, it’s, like, 
amorphous”. 
There seems to be a barrage like nature to these derogatory thoughts which might 
account for feelings of being overwhelmed. Other participants used metaphors to 
describe their problems. For example Susan said that coming to therapy meant that “I 
couldn’t wallow in my own misery” and Lydia said of her difficulties that “there’s so 
much muck that, that maybe it’s just hard to work through”. Jane described therapy as 
“hauling me out of the anxiety pit” and Kahil said that he had found himself “sinking 
more down, and I can feel myself, erm, erm, getting deeper”. These descriptions bring 
to mind the image of being mired; trapped and helpless in the mud of unpleasant 
thoughts. In another part of his account Kahil gives a more detailed description of his 
depression which adds further depth:     
Experiencing Rational Emotive Behaviour Therapy 
 
83 
“My heart is empty and it keep beating and err it’s not a pain. It’s a very 
strange feeling, its err, I don’t know how to explain its err, its like, okay, 
you want to move your hand, but you can’t move your hand but there is no 
pain. [...] But you can’t move. There is something there stopping the muscle 
to move. [...] So, the heart is beating on empty and too much”. 
The two metaphors used in this description were both powerful. The one concerning the 
heart seems to be about functioning rather than living because the life blood which 
brings animation is missing although superficially the heart still works and all seems 
well. The second part of the description concerns the hand. This seems to be trying to 
convey a lack of control or helplessness almost as if the depression is an outside force 
stopping him from doing what he once did. Finally the extract ends with Kahil saying 
that things are too much, a phrase which he uses several times in other parts of the 
interview suggesting that he is overwhelmed by his difficulties. In general the 
depression and anxiety experienced by participants seems to be associated with feeling 
trapped and overwhelmed. 
 Locating the problem. This sub-theme is about the extent to which people 
attributed their problems to internal or external factors. Tariq saw his problem as his 
inability to conform to the cultural norms of the society to which he belonged. When he 
was asked what would change things he said: “I would be like normal, like everyone ... 
that’s make me very happy”. For him it was his situation, which caused him to feel low. 
For Joseph, the issue was how his family saw his behaviour. At one point, he jokingly 
suggested that his mum should come to therapy as she was the one who was upset: 
“Well I might not be feeling particularly irrational but my mother’s in distress so it 
would be easier to avoid that. [...] Rather than be there and then. So I suggested maybe 
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she might benefit from here (Laughter)” It seems that both Tariq and Joseph thought 
that their problems were caused by the attitudes of others.  
 When asked to describe what had precipitated her depression and bought her to 
therapy Susan said: 
“I was made redundant, I was facing a major [...] operation and find, finding 
out at the same time, and then found out  that I was in danger of losing a 
great deal of money. [...] so those three things alone floored me somewhat”.  
Here Susan seems to be locating the cause of her problems in external events but is also 
describing her internal reaction to them. Kahil gave a rich description of how internal 
and external factors were interlinked. At one level his narrative was an historical 
account, which detailed a series of events and relationships that resulted in his children 
living with different people in different countries. As he strongly believed his primary 
responsibility was to look after his family he was torn because he could not live with 
them all. This external conflict was also internal. He described how the different parts of 
him were fighting, and how overwhelming this felt, because no resolution seemed 
possible:  
“It’s a fight that I can not do anything and I am trying to do something. But 
if try I to do something, what shall I do and which side shall I go for, 
because I can not. So if I’m going to do something here, [...] I’m, I’m going 
to. My conscience is going to hurt me very bad for this one”. 
When John was asked about the issues he brought to therapy. He said: “I’m bipolar [...] 
and erm the first time I saw him [therapist] was when I was like, it was just coming into 
the depression part of the bipolar”. This seemed to be both an internal and an external 
description. Externally it was a labelling medical diagnosis which represented the 
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reoccurring phases of his “illness”. However, the use of “I’m” suggested that this term 
may also have become part of John’s identity.  
 Other participants favoured internal explanations. For example Lydia described 
her difficulties thus: “I over complicate things and that’s sometimes hard to deal with 
and there’s, there’s, sometimes, if there’s a lot of muck it’s very hard to see what, 
what’s really, so I think that’s been a constant problem”. Jane said “I see my self as a 
naughty child, um ... who, er, er, who it is very difficult to control”. Both of these 
participants were referring to elements of the self which they saw as being responsible 
for their distress and therefore instrumental in their referral for therapy. However 
although the problem was attributed internally they still seemed to feel the same lack of 
control over this as those who had more external attributions. 
The Therapy 
 This theme looks at peoples’ expectations of therapy and captures the impact 
that therapy had. The following sub-themes were found: expectations of therapy, 
additional information, digging out thoughts, using the ABC model, difficulties in 
applying the REBT model and changes. 
 Expectations of therapy. This sub-theme examines the participants’ 
preconceptions about what therapy was. For example Joseph expected psychoanalysis 
in which unconscious thoughts became conscious. However, he found the therapy was 
more like self-help and required much more active participation than he had 
anticipated. This was evident in the following extract: 
“in practice he should be the therapist and well, I’m the person on the couch 
so to speak. [...] But because of the way it seems to work it’s almost like, 
um, it’s almost like there’s three of us. [...] So it’s like I’m both the 
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counsellor and the patient and he’s almost like a third party interjecting here 
and there.” 
Not having his expectations met maybe the reason why Joseph did not talk extensively 
about the parts of therapy which dealt with thoughts. It may have also been an 
indication that he felt a little disappointed that he wasn’t being offered the type of 
therapy which he had anticipated would allow him to explore things in more depth. 
 Kahil expected his therapist to reach a conclusion about his problems: 
“I used to see from the movies, people who sit, sleep on couch and talk. [...] 
Keep saying the things and doctor writes things. And then in the end he give 
them, yeah you have this you have blah, blah, blah. [...] Go you are cured!”. 
This extract demonstrates the influence of popular culture on clients’ expectations of 
therapy. It also implies that the client’s role is passive, whereas the therapist is seen as 
the expert, whose analysis of the situation will resolve things. Although Kahil is 
referring to therapy this description seems reminiscent of the way in which medical 
doctors’ operate. Here diagnosis and cure tend to be experienced simultaneously and 
may become synonymous. As therapists and doctors work in healthcare settings it is 
unsurprising that therapy clients use their experience of medical appointments to 
anticipate what will happen when they see a therapist. Jane talked about this in her 
interview: 
“When I first came, I think I, er, I wanted him to be my solution, you know, 
I wanted him to be, [...] rather like you see a GP, you know, you go in and 
you’re given the solution, you’re told what to do and off you go”. 
Thus far participant’s extracts have demonstrated expectations derived from ideas about 
psychoanalysis and the experience of medical treatment. It is not clear, where Susan’s 
expectations came from: “I found it useful to have somebody to come to talk to [...] I, it 
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wasn’t what I expected though [...] because he didn’t do a lot of asking questions, it was 
more about ... what I was saying”. Susan seems to have anticipated that the therapist 
would take more of a lead which she would then follow. Lydia was specific about the 
way in which she thought therapy should be conducted: “one should be tackling one 
issue, talk, tackle, deal with, next issue, talk, tackle, deal with, [...] So, I think that 
would work better as a structure in the therapy.” This was probably influenced by her 
previous experience of CBT in which therapists sometimes use a formal agenda to 
determine what is to be talked about. Although, she said that she wanted more structure 
it is possible that she would have found this problematic because she also talked about a 
strategy which she used to avoid working on problems that she thought were too 
difficult to deal with. There seems to have been a conflict between wanting the therapist 
to direct therapy and needing to control what was talked about. In contrast to the others 
John’s view of his role as a participant in therapy was very different: “I have to work at 
it, you know, sort of hourly, daily”. This attitude may reflect John’s long experience of 
therapy and his education about it, through books and a counselling course. In effect, he 
seemed to have become his own therapist, who like other therapists, expected work to 
be part of the process. It is possible that the other participants had not yet acquired this 
knowledge and were drawing on models in which passivity was the norm for those in 
receipt of care.  
 Additional information. This sub-theme looks at the materials used to 
supplement therapy. These included book recommendations and audiovisual recordings. 
In this extract John talked about how reading and watching a video confirmed his 
choice of REBT as the type of therapy that would suit him: 
“I've seen a video of Ellis [...] and I thought, well yeah, he's not just sitting 
there listening because I mean the things I've read about like say Carl 
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Rogers, [...] erm where he says the patient knows that their cure is; they just 
need to find it. I don't go along with that, you know. [...] You know, I need 
to learn new ways of thinking. [...] Erm and Ellis gives you that” 
Joseph found that watching a YouTube video, initially shown to him by the therapist, 
helped him to learn about REBT. He said that a “video on U-tube. [...] Which I kept, 
and I watched and so I could; I found myself identifying with like the process that he 
was talking through and thinking that sounds, err, like what I do”. For Jane, therapist 
recommended books written by Windy Dryden on REBT, served the same purpose at 
the start of therapy: “I read them, and I realised that basically once you understand, then 
it doesn’t matter what your problem is”. Other participants found reading books more 
problematic. Lydia described the book that she had been asked to read as “really sort of 
facile.  Um, it’s just a little skinny book I’d say for idiots”. Susan said of a book that 
had been suggested “I looked it up on the internet but ... I didn’t follow it through”. 
John had extensive experience of reading therapy books. However, he sometimes found 
this quite difficult: 
“the experience of reading sometimes is, you know, it just makes me worse, 
[...] than I was before. [...] Erm, you know, because it, it's very 
uncomfortable, I find it very uncomfortable sometimes, you know, reading 
these things and thinking, [...] well, I'm doing all this to myself. [...] You 
know. So then I start beating myself up for doing this to myself rather than 
reading, you know, when I read something try and apply it”. 
This extract showed how clients might feel when participating in therapies which see 
them as responsible for their own problems. It also suggested that the difficulties 
experienced by clients can interact with therapeutic interventions. Overall the use of 
materials, which required participants to be active outside therapy sessions, seemed to 
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be of mixed value. This may indicate that a tailored approach which considers how a 
person’s problems and the materials used are likely to interrelate might be useful. 
 Digging out thoughts. This sub-theme looked at the way in which participants 
talked about their own thinking processes. Kahil said:  
“Yes, it’s very, I mean it, interesting to talk, because some things inside you 
[...] and I’m the type of person who is secretive, sometimes. It’s not 
secretive, I don’t express my feelings very well, because it’s not going to 
help.” 
In this extract Kahil talked about the thoughts and feelings he hid from other people. It 
seemed possible that he found it interesting to talk about them with the therapist 
because he was not fully aware of them himself. Although he said that this would not be 
helpful he referred to the therapist finding it useful shortly afterwards. Jane also said 
that therapy helped her to discover more about what she was thinking: “the other thing 
that was interesting was that these thoughts don’t, you’re not even conscious of them 
sometimes [...] you just notice a change in how you feel”. Jane seemed to be comparing 
the past when she did not have an explanation for how she felt with the present where 
she did. John also talked about how he had worked to uncover his thoughts: 
“I wouldn't have thought it was at all possible, but the work that I've done, 
you know, in digging out what the underlying thoughts are, you know, of 
making the unconscious conscious [...] Erm and knowing that, that you can, 
with a lot of practice in my, [...] in my particular instance, erm knowing that 
you can has made a hell of a difference.” 
Here John seemed to be referring to how difficult it had been to do this, but also how 
rewarding. Both he and Jane may have found their discoveries empowering.  
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The role played by the therapist was referred to by three participants. Susan said that, 
“by using someone as a sounding board [...] Well you almost hear yourself speaking and 
saying ‘that’s ridiculous’ or something.”. For Susan the therapist seemed to be acting as 
a mirror so that she was not only aware of her thinking, but was also able to examine it 
critically. Joseph described this process in more detail: 
“So it’s almost like he’s encouraging me to, um, diagnose and like, myself. 
Almost like teaching young children. You sort of lead them, lead them and 
then they sort of discover something that, you know, you sort of know and 
you felt you’d get that way, it feels different because from their perspective 
they’re as good as discovered it on their own”. 
Although Joseph said that talking with the therapist helped to bring his thoughts to the 
surface he did not necessarily feel that this was productive because they were not 
making him feel bad. Furthermore, it is possible that feeling that he was being led like a 
young child was not something he found empowering. For most participants, 
uncovering the hidden aspects of thoughts was a positive experience but not for all. 
 Using the ABC model. This sub-theme looks at participants’ interpretations of 
the cognitive model. John, who had been engaged in therapy for a number of years, 
expressed this using the ABC’s of REBT: 
“But I realised, over time, that there really was a conscious thought there, 
you know. There's an underlying belief in there somewhere, [...] that's 
causing me to feel this way, [...] you know. And that, so that, you know, 
that's the event, that's the belief and the consequence is my feeling this way. 
[...] Err and usually avoidance”. 
He also understood the difference between rational and irrational thoughts and was able 
to make a joke about making a demand rather than having a preference in the interview. 
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Jane also seems to have a reasonably clear understanding of the model. She talked about 
applying “the same ... um, set of, er, of thinking and challenging, um ... and working out 
stratagems” whatever the problem and could identify distorted thoughts (although the 
term distorted comes from CBT rather than REBT). Joseph seemed to have picked up 
some of the language of REBT, and may have had some understanding of the 
connection between thoughts and emotions: “we talked about rationalising how you feel 
before you react to a [...] to a situation, scenario. [...] And I tend to do that a lot so 
people have told me I don’t seem to get upset or angry”. However, he seemed to have 
mistaken rationalising for rational thinking. Susan said that she understood that 
“Cognitive Behavioural Therapy is about positive, well he said it wasn’t positive 
thinking, but it, it’s getting, changing negative ways of thinking.” And Kahil said “I 
have to think positive. [...]That I have to, err, change the way how I am, that I have to 
socialise more”. Joseph, Susan and Kahil seem to have had difficulty in remembering 
the precise details of the cognitive model and seemed to be confusing it with other ideas 
such as rationalising and positive thinking. Lydia did not explicitly talk about the model 
but did demonstrate that she had some understanding of it: “You know if you get your 
paper done and you die not doing it, does that, you know, I mean, it’d be nice if you do 
it. [...] But, you know, it’s not massive”. In this example, she is using the authors need 
to produce this research paper, to demonstrate the disputation of an awfulising belief in 
which negative consequences are exaggerated. Tariq’s account of the therapist’s 
intervention bore very little resemblance to REBT: “He [the therapist] said oh things 
happen like this, it’s fine, like, he explain for me every time like, ... things and make it 
me take it easy, no, no worry, these kind of things.”. One explanation for Tariq’s 
difficulty might be his relative inexperience with the English language which may have 
made it hard for him to remember or express ideas discussed in therapy. With the 
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exception of John who had had over 100 therapy sessions, all the participants seem to 
have had distorted recollections of the REBT model. Jane confused REBT and CBT, 
Susan and Joseph mixed up REBT with other ideas and Tariq’s understanding seemed 
very vague. 
 Difficulties in applying the REBT model. This sub-theme looks at the 
difficulties Jane Lydia, Susan and John seemed to have using the cognitive model. John 
said that he could recognise his problematic thoughts but sometimes did not feel 
powerful enough to challenge them: “intellectually I can accept it all, but sometimes I 
don't get the feeling that I once, you know, that I'm hoping for ... and, and that's what 
makes it, you know, seem less applicable at times to me”. Jane said: “I went through a 
week or so where I was doing really well, where I could actually stand, er, I actually 
could stand back in my head enough”. However, she did not feel that this was always a 
match for the part of herself she characterised as a frustrated toddler who often 
controlled her behaviour. She went on to say, “I’ve got the switch for understanding it, 
but I haven’t got the switch yet for doing it”. Susan found it difficult to challenge her 
negative thoughts: 
“Yeah, you recognise those, well I know mm, you know, obviously if 
you’re having negative or unhelpful thoughts, it’s, they’re there, it’s very, 
[...] I find it very hard to say ‘right let’s turn it around into something 
positive [...] so I always wait till it passes”. 
However, recognising that they were negative seems to have been enough to help her 
disregard them. This strategy seemed to be similar to Jane’s idea of standing back. 
Lydia described being asked to sit with her frustrations but found this unhelpful at 
times: 
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“I do try to um, his sort of sit with it and so what.  Um, I’m not sure if it’s 
making me more of an Oblomov than, than I should be, I’m not sure if it’s a 
detrimental effect on giving me too many excuses. [...] I’m not sure it quite 
fits me in character, but it’s also, it doesn’t hurt me to, to know this and sit 
with it”. 
Here Lydia seemed to be referring to the difficulty that she had tolerating things that she 
did not like, and wonders if not taking action to change them, makes her like Oblomov; 
a Russian literary character who never wanted to get out of bed or do anything 
(Goncharoc, 1859/1954). Her ambivalence about the utility of this new way of thinking 
seems to be preventing her from applying it. What these accounts suggested was that it 
was not enough on its own to know how to challenge irrational thoughts. There seemed 
to be an emotional effort involved, which may have been difficult to exert when 
depressed. However, learning to tolerate unpleasant thoughts seems to have had some 
impact.  
 Changes. This sub-theme looks at the substantive changes that Joseph, Susan 
and John experienced as a result of therapy. For Joseph, these were mainly behavioural; 
in that he socialised more and took more exercise. He said: 
“Um, it hasn’t clarified the process but it’s encouraged me to be more, err, 
be more active and so [...] And a general, err, sort of, um, come up a few 
energy levels so [...] My, err, involvement in my own life has increased, I’ve 
been more active all round.” 
For Joseph activity seemed to have been the focus of therapy, rather than his thinking 
which he did not see as problematic. Susan also talked about the impact that changing 
her behaviour had at the start of therapy: 
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“So I would make sure that I had; oh, I don’t know, gone to a yoga class [...] 
or seeing friends or, [...] or done something like that, that I wasn’t just 
sitting in the dark in my room. [...] you know, I was still depressed, but I 
was managing the depression somewhat.” 
Both Susan and Joseph seemed to feel that they had benefited from behavioural 
homework. This was important to Joseph because he seemed to get more out of life and 
to Susan because it gave her back a sense of control. At a later stage in therapy Susan 
linked changing her thoughts to changes in behaviour: “I thought well, I’ll just go out 
and do it, so that’s something that’s come out of it is the [...] ability to change your 
thought processes and then test yourself.”. She also seemed much more prepared to go 
out and take risks. John gave a more detailed account of how changing his thoughts 
allowed him to do things that he had never done before: 
“So the, that's the difference, that, you know, I will go out and do things, 
you know, no matter how hard I think it might be, [...] I'll meet that 
challenge. [...] Erm and it, it, and, and I'd allow myself to be nervous. [...] 
Yeah. Whereas before, you know, I shouldn't be nervous. I shouldn't be this, 
shouldn’t be that. Shoulds”. 
For him changing his beliefs about the level of anxiety he could tolerate seems to have 
been key. There was an additional benefit of behavioural change for John. He said: “I 
know I can do all these things. I mean [...] I've got references now that I've done them”. 
These seem to have been memories of difficult situations which he had got through in 
the past and then used to challenge unhelpful thoughts when faced with similar 
difficulties. John was the only participant in the research who talked directly about the 
philosophy underpinning REBT. He described the impact of the idea that everyone is a 
fallible human being in the following extract: “it's got rid of a lot of my anger as well, 
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[...] at society. Yeah. You know, I'm seeing it, as I say, you know, as a more of an 
incomplete, fallible system, [...] but one that's workable”. This idea seemed to have 
given John a framework, which not only allowed him to accept his own difficulties, but 
increased his tolerance of others to such a degree that he had been able to expand his 
social horizons considerably. In summary, Joseph seemed to have experienced a change 
in his behaviour, but not in how he saw himself whereas Susan and John seemed to have 
experienced a shift in behaviour and attitude.  
The Therapist 
 The third theme concerned the therapist’s role. While the majority of 
participants seemed to value the therapeutic relationship it was not without difficulty. 
The two sub-themes exemplify this; I like to talk and prickles. 
 I like to talk. This sub-theme captures the qualities that the therapists had which 
enabled participants to talk freely. Kahil said of his therapist, that, “he really cares about 
the situation” and Lydia said that “the benefit I find from him is his calmness and 
practicality”. It seemed possible that these were things that participants did not expect to 
find in other relationships. Tariq reported, “I like to talk to him because I don’t talk to 
anyone, like, tell them everything”. This seemed to be not only an indication that Tariq 
found the therapist empathic but that he also felt that he was the only person in his life 
with whom he could talk without being subject to disapproval. Lydia also expressed 
reservations about talking to other people about her problems: “Even friend wise it’s 
kind of iffy you know, I mean, um, for all sorts of reasons.  Um, so he’s good as a, 
stability point”. She seemed to be saying that the relationship with the therapist is 
different, because it is stable whereas relationships with friends are unsafe, because she 
could not predict how they would treat her. Susan also distinguished between the 
therapeutic relationship and friends. She said: “when you’re talking to friends they’re 
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interjecting with either their own situation or advice or, ... whatever, but when he didn’t 
... that took some getting used to”. It's clear from this and another reference to the 
subject that while being the sole focus of attention was initially disconcerting it was also 
valued because she felt listened to. Another aspect of the therapeutic relationship 
mentioned by Susan and Kahil was anonymity. Kahil said; “its nice to talk to somebody 
you don’t know” and Susan reported that “it would have, it worse for me if I didn’t ... 
[...] have someone who was a stranger [...] erm ... who didn’t have any judgements or 
any thing”. It seems possible that talking to a stranger is another aspect of the 
therapeutic relationship, which makes it safe, perhaps because what you say is unlikely 
to affect other areas of your life. Susan also mentioned not being judged. This was an 
important quality for John too: “You know. I felt judged by other psychiatrists and I felt 
judged by previous therapists. [...] But I didn't feel judged in, in, in that, in that, when I 
was talking about it that time”. John also liked his therapist’s directness: “if I'm err 
dwelling on something, [...] he'll tell me, 'You're dwelling on it,' you know. [...] He's 
quite straightforward in that respect.” This extract seems to indicate that there is a great 
deal of trust in this relationship, because the therapist’s honesty is valued, rather than 
being seen as a criticism. What seems to emerge from these accounts is that the 
therapeutic relationship is different from other relationships because it is safe. Key 
aspects of this seemed to be empathy anonymity, not being judged and honesty. 
 Prickles. The prickles sub-theme captures the difficulties that participants 
reported with the therapeutic relationship, and therapy. Jane and Lydia wanted more 
therapy sessions. Jane said “Why can’t I have more sessions?” and Lydia reported “the 
time’s limited, [...] And I’m not sure it should be”. For John more therapy meant that 
others with serious mental health problems, especially those who had been hospitalised, 
should be offered the same opportunity that he had had: “I think more should be done 
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erm for, you know, this is not just for myself, but more should be done where people 
have the option of therapy. I don't think, [...] there's enough of that”. In addition to 
thinking that she had not been offered enough therapy sessions Jane also had difficulties 
in engaging in the therapeutic relationship. She found that the therapist “originally 
appeared quite prickly and cold and distant [...] not exactly, but, you know, I felt, 
because I was projecting my bad”. In the second part of this extract she acknowledges 
that some of this may have related to her own problems. Susan and Lydia seem to 
indicate that the techniques used in therapy did not suit them. Lydia said; “So it’s more 
character based for me rather than a, the actual, [...] Therapy” and Susan reported that “I 
found him useful but I’m not sure along the CBT line”. It seems possible that the 
therapeutic relationship was the most important aspect of therapy for these participants. 
Susan also said that she would have preferred the therapist to have prepared written 
materials prior to the session and to have had stricter time boundaries. She said: 
“He ran off and had to do printing and stuff and I was sitting here. 
Wondering what I was doing, you know so, [...] so I think the management 
of his time, or my time, come to think of it [...] I think I would have done 
differently”. 
There was no evidence in the transcripts that any of these issues were discussed with the 
therapists. However, despite these disagreements the therapeutic relationship seemed to 
endure and be valued. 
Discussion 
 The results of this study are broadly comparable with those of other qualitative 
studies of cognitive therapy. For example, Newton et al. (2007) gave an in depth 
analysis of what it was like to hear voices based on the type of data which resembles the 
descriptions of depression given in this study. Furthermore Berg et al. (2008), Clarke et 
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al. (2004) and Glasman et al. (2004) gave detailed accounts of how their participants 
remembered, modified and used cognitive therapy techniques which are reminiscent of 
some of the themes, which emerged here. The participants in several studies talked 
about the therapeutic relationship (Berg et al., 2008; Borrill & Iljon Foreman, 1996; 
Clarke et al., 2004; Drapeau, Körner, Granger, & Brunet, 2005; Drapeau, Körner, 
Granger, Brunet, & Caspar, 2005; Laberg et al., 2001; Messari & Hallam, 2003) and 
those in a study carried out by Drapeau, Körner, Granger, and Brunet (2005) about 
difficulties with it.  
The Problem 
 The first theme, the problem, looked at how participants saw their difficulties 
and what it felt like to have mental health issues. In one sense, this does not seem to be 
related to the aims of the study. However, telling their story and discussing their 
feelings seem to be what some of the participants thought therapy was about. 
 In the sub-theme, sinking in the mire, five people talked about their experiences 
of depression or the anxiety associated with it. The similarities between the accounts 
support Beck’s (Beck et al., 1979) suggestion that people diagnosed with different types 
of depression have similar cognitive schema regardless of type. There were several 
elements, which seem to emerge from the descriptions. Perhaps the most dominant was 
a sense of being overwhelmed and the second was feeling trapped and unable to do 
anything. These descriptions do not entirely match the criteria used to diagnose 
depression outlined in the “Diagnostic and Statistical Manual of Mental Disorders-IV-
TR” (American Psychiatric Association, 2000). The key symptoms of which are 
depressed mood; defined as a feeling of sadness loneliness and despair (Carr & 
McNulty, 2006) and anhedonia; markedly diminished interest or pleasure in almost all 
daily activities. While some participants mention these symptoms they do not seem to 
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be central to the meanings attached to depression. REBT is a trans-diagnostic theory of 
emotional disturbance in which depression is seen as an unhealthy emotion, along with 
others such as anxiety, shame and guilt (Dryden, 2001). Dryden (1995) has suggested 
that depression is most commonly associated with a primary demand and self 
depreciation or self downing. The role of self depreciation in depression seems to have 
been confirmed by Scott (2007) who carried out a path analysis which seemed to show 
that unconditional self-acceptance, the opposite of self depreciation, is a mediating 
variable between social perfectionism and depression. In line with Beck’s (Beck et al., 
1979) theory in which dysfunctional patterns in the appraisal of loss are seen as 
underpinning depression Dryden (2009) proposes that irrational thoughts about loss of 
relationships or things lead to hopelessness and helplessness. He then gives examples of 
the type of metaphors, which might be used by clients who have these beliefs; such as “I 
will be trapped in a loveless existence” (p. 24) and “my life is full of failure and defeat” 
(p. 29). Although, feeling helpless and hopeless is somewhat similar to being 
overwhelmed and trapped this does not seem to capture the vividness of the metaphors 
used to describe depression and anxiety in this study. Metaphors such as being stuck in 
a mine shaft, depth and spiralling down given in the CBT book the “Psychological 
Treatment of Depression” (Williams, 1992) seem much closer to participants’ accounts. 
 The sub-theme, locating the problem, concerned the issues that people came to 
therapy with and their understanding of what caused them. Some early theories linked 
depression to having an external locus of control (Rotter, 1975). This does not seem to 
be supported by this study as there were a range of views on this, and some people 
talked about both. What seemed to be common was a feeling that things were not under 
participants’ control, even where an internal cause was clearly distinguished. For 
example, Jane talks about a part of herself that is causing the problem almost as if it 
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were another person. One theory which linked depression to feelings of control was 
learned helplessness developed by Seligman (1975). This model has been revised 
several times (Gilbert, 1992) and is now called the hopelessness theory of depression. 
Essentially it predicts that individuals who are susceptible to depression will perceive 
negative life events as attributable to global stable causes, likely to lead to subsequent 
negative outcomes and believe that they have failed in some way (Haeffel et al., 2008). 
A good example comes from Kahil’s account because he cannot change where his 
family live, worries about being there for his children and believes that he has failed in 
life because of this. This theory is more specific about the types of ideas which underlie 
depression than REBT. However there are common elements such as the suggestion that 
beliefs mediate peoples’ reactions to events and the involvement of self depreciatory 
thoughts (Dryden, 1995).  
 IPA is an inductive methodology in which unexpected themes emerge. This 
seems to be the case here. In one sense a theme about people's problems did not seem to 
be consistent with the aims of this study because it did not tell us directly about the 
experience of REBT. However, for some people talking about their problems seems to 
have been synonymous with talking about therapy. This is an interesting finding, 
because it suggests that therapists’ theoretically driven views of the process may be very 
different from those of the clients they are working with. 
The Therapy 
 The second theme, the therapy, concerned the more technical aspects of 
treatment. This included client expectations about therapy and how people had used 
various aspects of the REBT model. 
 The first sub-theme in this section was expectations of therapy. Several 
participants came to therapy thinking that they would not play an active role in their 
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recovery. They seemed to expect the therapist to ask them questions, diagnose them and 
tell them what to do. These attitudes seemed to originate from perceptions about 
psychoanalysis gleaned from popular culture and the experience of being a medical 
patient. Walen et al. (1992) suggest that it is important to assess these types of 
assumptions and to find out about previous experiences of therapy at an early stage as 
clients are expected to be active in REBT. They also propose that a good description of 
what therapy will involve is given in the first session, including the expectation that 
clients will carry out homework assignments. The importance of this type of preparation 
is supported by the accounts of some of the participants in a study of CBT carried out 
by Clarke et al. (2004) who found the amount of work involved off putting. Several 
participants wanted the therapist to play a more directive role. This seems to be 
consistent with Ellis’s (2005) view that clients find it acceptable when therapists use 
their expertise to help them. However, he also thought that clients should be equally 
involved. 
 The sub-theme additional information looked at how participants reacted to 
educational materials; often given as homework assignments. In general audiovisual 
materials were seen as helpful, whereas this was not always the case with books. As a 
study conducted by Maultsby (1971) suggests that clients’ use and evaluations of 
homework assignments predicted improvement outcomes, it seems important to look at 
problems in this area. One difficulty for participants in this study seemed to be the lack 
of motivation associated with depression (American Psychiatric Association, 2000). In 
REBT clients are encouraged to be highly active in the process of changing themselves 
(Ellis, 2003b). However, if the therapist is too insistent about the completion of 
homework, this might be detrimental to the therapeutic relationship (Newman, 2007) 
and would not be helpful if the client saw it as another failure associated with their 
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depression. One participant thought that one of the books recommended was facile. This 
seemed to highlight the importance of tailoring reading material to suit individual 
preferences. Another participant seemed to find it hard to read some materials because 
they confronted him with the idea that he was responsible for his own problems. Ellis 
(2003a) took the view that client’s “largely upset themselves by first choosing to take 
the adversities of their lives too seriously” (p.235). It seems that stating this view so 
harshly may be counterproductive at times. Overall, additional information did not 
always seem to benefit clients especially if it did not suit their individual needs. 
 The sub-theme, digging up thoughts, looked at how participants regarded the 
process of uncovering beliefs. This is an essential part of REBT, as this allows an ABC 
formulation to be developed. It also allows people to be socialised into the model of 
REBT using their own thoughts as examples (Walen et al., 1992). For some people just 
being aware of their thoughts was helpful, although one participant had clearly made the 
B-C connection in which thoughts were seen as determining feelings. Two participants 
talked about the therapist’s role in the process of making hidden thoughts explicit. 
Neither seemed to be about inference chaining, which is the main method used by 
REBT therapists to uncover the belief from which immediate thoughts about a situation 
derive (Neenan & Dyrden, 1999). One account seemed more akin to the methods used 
in Rogerian counselling (Rogers, 1961), and another seemed to be describing guided 
discovery (Padesky, 1993). If the latter were the case, this participant seemed to be 
aware that the therapist was covertly controlling the process, and may not have liked it. 
This is consistent with Lowe’s (1999) suggestion that clients perceive therapists’ hidden 
agendas and feel disempowered by them. From the accounts given it seems possible that 
both therapists used methods derived from other therapeutic models in addition to those 
taken from REBT. This probably reflects the fact that therapy was provided under 
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routine clinical conditions in which the therapists adapted their techniques to meet the 
needs of individual clients, rather than taking them from a manual as they would in a 
controlled clinical trial.  
 The forth sub-theme in this section was using the ABC model. Some participants 
seemed to have learnt the model, while others had not. It is tempting to assume that this 
was related to the number of therapy sessions that were attended. However, research 
carried out by Dryden, Hurton, Malki, Manias, and Williams (2008) suggests that it is 
possible to teach the ABC model in one session sufficiently for most people to be able 
to comment on it immediately afterwards. Furthermore, brief REBT only requires 12 
sessions (Dryden, 1995) and all the participants had had at least eight, and some 
considerably more. In addition some of the participants, who had had the least number 
of sessions, talked more about the model whereas some who had had more did not. 
Some participants did not seem to have a precise recollection of the ABC model. This 
may be because cultural narratives about positive thinking and rationalising seem to 
have been confused with it. This is consistent with the accounts of participants in 
qualitative research (Berg et al., 2008; Clarke et al., 2004; Glasman et al., 2004; Messari 
& Hallam, 2003) in which ideas about positive thinking, became associated with 
cognitive therapy. Another reason why people might have had difficulty remembering 
the ABC model is that one of the symptoms of depression is poor concentration, which 
might make it difficult to learn. Overall, this sub-theme seemed to show that there was 
often a disparity between the model and participants understanding of it. 
 The fifth sub-theme, difficulties in applying the REBT model, looked at the 
problems that participants had had implementing what they had learned about REBT. 
Each described their difficulties in slightly different ways but a commonality was the 
lack of engagement in active disputation. It is possible that the cognitive deficits 
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associated with depression (Carr & McNulty, 2006) were playing a role as they might 
negatively interact with intellectually based thought challenging. However, people may 
have simply felt overwhelmed by their unpleasant thoughts. An alternative strategy to 
thought challenging, which seemed to work for some participants was taking a step 
back and tolerating what was happening. This is consistent with the reports of 
participants in other qualitative studies of cognitive therapy (Berg et al., 2008; Glasman 
et al., 2004; Mukherjee et al., 2006) only two of which looked at depression. One way 
of viewing this strategy is to see it as an application of the principle of high frustration 
tolerance to negative thoughts which could not be changed. If this is happening at a 
meta-cognitive level this may be evidence that participants are applying a philosophical 
attitude rather than a situation specific technique. This would then be an example of the 
process of generalisation, described by Ellis when he said REBT aims to help people 
“acquire several core attitudes that they can use to undisturb themselves in a large 
variety of situations” (Ellis, 2003b, p. 233). 
 The final sub-theme in this section looked at the changes participants had made 
as a result of therapy. Three participants seemed to value behavioural changes. This 
seems to be consistent with research carried out by Gortner, Gollan, Dobson, and 
Jacobson (1998) which suggests that behavioural activation is an effective treatment for 
depression in its own right; although it tends to be used in conjunction with, CBT (Carr 
& McNulty, 2006), rather than REBT. Working with thoughts seemed to enable people 
to take more risks, and it is possible that this was encouraged by their therapists’, as 
homework assignments such as risk-taking and shame attacking in which clients’ 
confront their irrational thoughts in vivo are part of REBT (Walen et al., 1992). One 
participant specifically mentioned the reciprocal connection between thinking and 
behaviour. Some critics of REBT have assumed that the linear nature of ABC 
Experiencing Rational Emotive Behaviour Therapy 
 
105 
formulations precludes this type of relationship (Padesky & Beck, 2003). However, the 
description given above and a rebuttal written by Ellis (2003b) contradicts this. Only the 
participant who had had over a hundred therapy sessions explicitly talked about the 
philosophy of REBT. This is consistent with the suggestion made by DiGiuseppei 
(1996) that philosophical disputes are better left to the later stages of therapy. Overall, 
behavioural and philosophical changes seemed to have had a positive impact. 
 The sub-themes in this section demonstrate the variety of ways in which clients 
disregard, adapt and utilise what they have learnt in therapy. They also highlight the 
importance of understanding what people's expectations are as these may influence what 
is remembered and used. The secondary aim of this study was to look at the impact that 
REBT had on clients’ worlds and the theme, the therapy, seems to have met this aim. 
The Therapist 
 The third theme, which emerged in the study, concerned participants’ 
perceptions of their therapists’ and what they did.  
 The first sub-theme captured qualities that participants’ valued in the therapeutic 
relationship. Two participants mentioned the importance of anonymity. This seemed to 
suggest that therapeutic boundaries, such as confidentiality gave people freedom to talk. 
Another quality exhibited by therapists’ was being non-judgemental. This seems to 
correspond to Rogers (1957) view that unconditional positive regard, in which 
therapists’ accept clients as they are, is a key feature of the therapeutic relationship. One 
participant said that he valued his therapist’s directness. This seemed to be related to 
another of Rogers (1957) core conditions; congruence. A congruent therapist is aware of 
their feelings and thoughts and uses this information when they think it is 
therapeutically useful. This seems to be what happened here when the therapist pointed 
out that the participant was “dwelling”. The usefulness of this quality is supported by 
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evidence that therapist genuineness or congruence has been associated with positive 
outcome (Grawe, Casper, & Ambuhl, 1990). In addition, Ellis (2003a) suggested that 
direct intervention is useful when the client cannot see what is happening for 
themselves. Two participants referred to the difference between friendship and their 
relationship with the therapist. In one case, this seemed to be linked to being the focus 
of attention. This is consistent with the findings of Orlinsky, Grave, and Parks (1994) 
who found that one of the factors that had a positive impact on treatment outcome was 
the therapists’ ability to focus on the client's problems. Overall, the participant’s 
accounts seem to support the idea that boundaries, and some aspects of Rogers (1957) 
core conditions are important in forming a good therapeutic alliance. 
 The second sub-theme, prickles, related to difficulties in the therapeutic 
relationship. One aspect of this was the availability of therapy. One participant wanted 
people, whose serious mental health problems warrant hospital admission, to be 
routinely offered therapy. Two participants wanted more therapy sessions. This is 
consistent with the views of people offered ten sessions of group therapy in a study 
carried out by Laberg, et al. (2001). One participant had difficulty engaging with the 
therapist and initially perceived the relationship as hostile, although she later revised 
this view and recognized that she was projecting her own feelings on to the therapist. 
Transference and countertransference are, more usually associated with psychodynamic 
therapy. However, Walen et al. (1992) advise REBT therapists to directly address these 
issues in therapy and where applicable use them as illustrations of clients’ irrational 
beliefs. Two participants seemed to value the relationship more than the type of therapy 
they were being offered. This seems to support the idea that the relationship was more 
important than technique. Finally, one participant would have preferred that the 
therapist kept to time and pre-prepared materials. It is possible that this gave the 
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impression that the therapist was less focused on her which may not have been helpful 
(Orlinsky et al., 1994). There was no evidence that any of these issues were discussed 
with the therapists. However, none of these difficulties ended the therapeutic 
relationship; although, it might be useful to study those that do. The main aim of the 
study was to look at clients experiences of REBT, and the relationship with the therapist 
seems to have been an essential part of this. 
Limitations and Suggestions for Further Research 
 One area of difficulty was the shortness of the interviews. Ideally these should 
have been at least an hour long (Smith et al., 2009). There seem to have been several 
reasons for this. One was the relative inexperience of the interviewer who may with 
practice have been able to facilitate further elaboration. However, piloting the interview 
with people who had had REBT would have been difficult because of the scarcity of 
participants. The second issue concerned the interview schedule. In one sense, this 
worked well, because it elicited a lot of data about how participants viewed the 
technical aspects of therapy. However, the focus on technique may have shortened the 
interviews because it made it difficult for participants to talk about the more general 
experience of therapy; especially if the therapy model had made little impact on them. 
One way of managing this using a similar interview schedule would be to select 
participants who had used the model successfully as they did in the study carried out by 
(Clarke et al., 2004).  It might also be useful if therapists’ used a more standardised 
form of REBT. These measures would have made the sample more homogeneous, and 
the data easier to analyse. However, the sample then becomes unrepresentative of 
typical clinical populations. A different strategy would be to use a small number of 
general questions on which participants were encouraged to elaborate. However, it is 
possible that the data produced would be too heterogeneous. In the future it might prove 
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useful to carry out both types of study. Another reason why some of the interviews may 
have been short was that people were apprehensive about talking to a stranger. This may 
have been particularly difficult for therapy clients as by its very nature, therapy tends to 
deal with sensitive issues. One way of overcoming this would have been to have 
conducted several interviews with each participant. This would have increased 
participants’ confidence and allowed the interviewer time to think about what had been 
said and to follow up areas of interest in a second interview. 
 The tension between having a relatively homogeneous sample or one which was 
representative proved difficult in other ways. Some participants had had more therapy 
sessions than others. This variable could have easily been controlled for had a large 
population of therapy clients been available. In addition, one participant had only had a 
year’s experience of speaking English and others came from a wide variety of cultural 
backgrounds. This probably influenced what and how much was said. However, 
including or excluding people from studies on the basis of their cultural and linguistic 
history seems ethically unsound.  
Conclusion 
 The majority of participants in this study talked about what it felt like to have 
mental health problems and frequently used vivid metaphors to help them describe how 
they felt. These were examined using the REBT and CBT literature on depression. Both 
of the models discussed bore some resemblance to the accounts of the participants, but 
did not seem to capture the essence of what was being said. Some people saw their 
problems as internal, whereas others attributed them to external events. These 
descriptions most closely resembled the hopelessness theory of depression (Haeffel et 
al., 2008) rather than one associated with locus of control (Rotter, 1975). The second 
theme mainly looked at the impact of the therapeutic intervention but also covered the 
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expectations that clients came to therapy with. Several recommendations for clinical 
practice arose from these sub-themes. One was the importance of assessing client’s 
expectations, and dealing with them if they differed substantially from the model of 
therapy being taught. Another issue was the need to tailor the information given as part 
of the therapeutic process to make sure that homework assignments were matched to 
clients’ ability to carry them out. Not everybody learned or made use of the ABC 
model. This suggests that it might be useful to assess people's knowledge on a regular 
basis and to address any concerns that they have both about the model and other aspects 
of therapy. This would also make it easier to make adjustments to the type of therapy 
being offered if cognitive therapy did not suit the individual concerned. Cultural 
attitudes seem to have an impact on therapy in two ways. They seemed to have led 
participants to expect a relationship in which they were passive and the therapist was the 
active problem solver. They also seem to be used to help clients to remember what they 
had been taught which led to distorted recollections of the model. The final theme 
looked at clients perceptions of their therapists. In general, Rogerian (1957) core 
conditions were found to be important, as was confidentiality. Difficulties in the 
therapeutic relationship did not seem to unduly disrupt it. However, encouraging clients 
to discuss these issues may be helpful. 
 In general, the aims of the research seemed to have been met, although, as 
discussed, two studies would have given a more comprehensive answer to the research 
question. However, the lack of knowledge about REBT exhibited by some of the 
participants raises the broader question of how and why some people benefit from 
cognitive therapy while others do not. It can be argued that there have been enough 
trials which support the idea that this type of therapy works, although there have been 
far fewer in the case of REBT. Perhaps research now needs to concentrate on specific 
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aspects of the process and those who do not benefit. This type of research seems 
important, because guidelines in Britain are being used to standardise the type of 
treatment offered to such an extent that alternatives to cognitive therapy may no longer 
be available to the majority of clients (Hammersley, 2009). 
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This critical appraisal is based on my experience of becoming a Rational Emotive 
Behaviour Therapy (REBT) therapist and subsequently using this knowledge to carry 
out my doctoral research at the University of Wolverhampton. I have chosen to use the 
model and theory of REBT to reflect on this period of my life because this is what I 
tend to use when I experience difficulties. 
 My research project started one rather dull weekend at Birmingham University 
where I was signed up to do the three day primary practicum in REBT. My job as a 
Primary Care Graduate Mental Health Worker required me to work with people using 
brief cognitive therapy and I had decided that some training in this area would be useful. 
There were a few reasons for my choice of REBT. The department were I worked 
already employed a therapist who used REBT and who could provide specialist 
supervision. Furthermore the model had been recommended to me because it was 
comparatively simple and trans-diagnostic. This made it ideal for someone who needed 
to learn an effective model of therapy quickly. 
 The REBT course was the first professional therapy training that I had attended 
and it came as quite a shock. During the first morning we were taught the theory and in 
the afternoon we were expected to practice! This involved 15 minutes working with a 
fellow trainee on a real problem while being observed by one of the course tutors. We 
also acted as clients for other trainees. Several factors made this highly daunting. One 
was my relative inexperience as a therapist. Most of my fellow trainees had been 
practicing for many years and I found it difficult not to compare myself with them. I 
now know that having unrealistically high expectations of my own performance in these 
circumstances was an excellent example of an irrational belief (See Walen, DiGiuseppe 
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and Dryden, 1992, for a comprehensive guide to REBT). However, I did not have the 
knowledge or experience to know it at the time and I succeeded in making myself 
extremely anxious.  
 Another difficulty was associated with the rapidity with which inference 
chaining, a key technique in REBT, was used to get at core beliefs (Neenan & Dyrden, 
1999). As part of preparation for training each of us thought of a list of simple problems 
which we would not mind working on during the course. Although most of us thought 
that the problems we had chosen were relatively trivial we found that the techniques we 
had been taught quickly revealed more deeply rooted issues. I found that being exposed 
in this way and seeing this happen to others left me feeling quite raw as I had not had 
this type of experience before. I can vividly remember going home on the first day 
wondering what I had let myself in for. I think what made me go back was that I don't 
like to fail; another perfectionist belief which sometimes serves me well but sometimes 
causes me a problem when I elevate it to a demand. However, I did continue, and then 
went on to do the advanced training the following year. Training in this way gave me a 
great deal of respect for the REBT model but also taught me to be gentle when applying 
it with clients. 
 From the start of my training at the University of Wolverhampton I wanted 
REBT to be the subject of my research. There were several reasons for this. The first 
was that I found it very useful in my work with psychology clients as it allowed me to 
formulate their difficulties rapidly and was applicable, admittedly with a little thought 
on occasions, in nearly every clinical situation in which I found myself. At a more 
personal level, I have sometimes become rather irritated when REBT has been 
criticised, often by those who know very little about it. It seems to be assumed that it is 
synonymous with Albert Ellis’s performance on the Gloria tape (Shostrom, 1965); 
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which it is not. In addition advocates of Cognitive Behavioural Therapy (CBT) tend to 
dwell on the comparative lack of evidence supporting REBT as if this proved that it 
does not work (Padesky & Beck, 2003). I find this logical error rather ironic as I have 
come across some very large holes in the CBT evidence base as a result of writing this 
thesis. An example of this is the absence of research on specific techniques such as 
behavioural experiments (Bennett-Levy et al., 2004). I therefore decided that I wanted to 
add something of my own to REBT’s research literature. I also wanted to carry out a 
study which had the potential to be clinically useful so that it would impact on my own 
practice even if I did not publish it. I therefore decided that whatever I did needed to be 
carried out with clients. This combined with an interest in qualitative research, 
developed while reading Ian Parker's (1994) enthralling discourse analysis of the 
instructions on a children's toothpaste packet and fascinating ethnographic research 
carried out with football supporters (Taylor, 1994), helped me to decide that a 
qualitative study of clients’ experiences of REBT would be a good idea. The final 
choice of methodology came from listening to a lecture given at the University about 
interpretive phenomenological analysis. This inspired several of those attending, 
including myself to use this type of methodology.  
 Deciding to use therapy clients as participants had a huge impact on the rapidity 
with which the research could be carried out as this involved five stages of ethical 
approval lasting nearly 2 years. This process had several highs and lows. The paper 
work needed for the two university ethics committees was comparatively insubstantial, 
which was a boon. However, the process involved sending it off and waiting. This was 
made more difficult as students are not allowed to attend the committee's where 
decisions are made. This gave me a sense of having no control over the process as if I 
was shooting at a target blind. In actual fact this system worked extremely well for me 
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and I got through comparatively rapidly in only six months, with one minor amendment. 
The next stage involved the National Health Service (NHS) ethical approval process, 
which in the tradition of long established government departments, wanted over 40 
pages of form to be filled out plus supplementary documents. While laborious, I can 
understand why the system works like this as I would not want anybody carrying out 
research in the NHS with my relatives, who had not thought about what they were doing 
fairly thoroughly. However, what happened next was quite a difficult experience, which 
changed how I think about the world fairly fundamentally, because it exposed a core 
irrational belief, which I'm still working to overcome.  
 I am fortunate to have several close friends and colleagues who work in the 
NHS some of whom carry out research on a regular basis. From them I had heard that 
facing ethics committees can be difficult, both because of the way they are configured, 
with one or two researchers appearing in front of a committee of 10 or 12 people and 
because some of the decisions made can seem arbitrary and occasionally inappropriate. 
I therefore went to the committee meeting, thinking I was fairly well prepared. On the 
day the committee was running late. I remember sitting in the waiting room with a 
doctor who seemed to want to show people unpleasant videos of what would happen to 
them if they refused to follow medical advice, thinking, incorrectly as it turned out, that 
my research was so innocuous in comparison it would go through easily. Eventually, I 
was called in, and as expected, grilled fairly thoroughly. One of the main issues 
discussed, concerned the safety of participants, should a risk issue be raised, such as 
someone, saying that they were going to commit suicide or hurt someone else. I had 
included a protocol to deal with this in the research proposal because I thought that my 
research participants should be safeguarded in the same way as they would be if I were 
working with them therapeutically; especially as we were talking about therapy where 
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such issues are occasionally raised. In reality I thought there was little chance of this 
happening but had been cautious so that my research would be approved. In actual fact, 
I think that this strategy may have backfired because the committee seemed to interpret 
my caution as meaning that this was likely to happen. This then led, or at least I think it 
did, to them wanting me to consult general practitioners and psychiatrists before talking 
to participants. At one level, I knew this was problematic, but the stress of being in front 
of the committee prevented me from realising quite why. It was only when I received a 
letter telling me what changes I needed to make in order for my research to be approved 
that I realised that I was being asked to get a medic’s permission before I could include 
a participant in the study. This would have been illegal, as the Mental Capacity Act 
2005 (UK) gives people the right to consent unless it can be proved that they are unable 
to make a decision. When I realised this I was very upset and angry with the committee 
because I felt they had absolutely no right to refuse me permission to carry out my 
research because I would not break the law. In addition, I was angry with myself for not 
having spotted this at the time.  
 All this emotion paralysed me and I could not see how I was going to deal with 
the situation. However, fortunately for me my supervisor pointed out that I had a 
problem with universal self and other acceptance. In other words some irrational beliefs 
had come into play. These were; “the people on ethics committees should understand 
the law and if they do not it is unfair and they are terrible people” (a moral should). I 
also felt that “I should have spotted the problem at the time and that I was stupid 
because I did not” (yet another perfectionist belief). In addition, there also seemed to be 
a fair amount of low frustration tolerance involved; in other words I was telling myself 
that I couldn't stand what was happening when I could. In REBT these types of beliefs 
are seen as producing unhealthy emotion and prohibiting sensible solutions to the 
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problem. This is what happened to me because I was expecting the world to be fair, and 
my own performance to be perfect, which was totally unreasonable because the world is 
unfair and I am not perfect. Having come to this understanding I was able to moderate 
my expectations and take legal advice, which resolved the problem and got me the 
approval I needed. Getting permission to carry out research at individual NHS sites was 
almost as long-winded. However, I felt much better equipped to deal with the 
frustrations involved as a result of this experience. 
 One of the issues which became more prominent for me as I progressed through 
the course at Wolverhampton and has become much more relevant as a result of writing 
up my thesis is the way in which dyslexia affects me. I managed to make reasonable 
progress through school in an age in which dyslexia was seen at laziness and punished 
accordingly. I can still remember being put in detention when everyone else was outside 
playing because I could not learn my times tables, despite having an aptitude for 
mathematics. When I left school and worked in the computer industry this issue did not 
affect me greatly even though I occasionally had to write substantial reports for 
customers. In fact it worked to my advantage as my poor spelling meant that I was not 
drafted in to provide secretarial support for the directors of my company as other female 
programmers were. It was not until I arrived at Wolverhampton and had the opportunity 
to have substantive contact with other students that I realised that I was taking much 
longer to complete assignments than my peers. The suspicion that I might have more of 
a problem than I thought was reinforced when my clinical supervisor carried out a 
psychometric test with me as part of the process of teaching me to administer it. 
Although my performance was as expected in many areas there was a marked contrast 
on some of the subscales. This led me to ask to be tested and eventually to me being 
offered support as a disabled student. The support I received as a result was excellent 
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and I found that the voice recognition software I was given helpful. However, it has not 
solved the problem that writing a 25,000 word thesis that relies on analysing text, poses. 
Even with help I take at least three times as long to do things as other people. For 
example I have always found transcribing difficult. I now think that this is because the 
verbal and written modes of information processing required interfere with each other in 
my brain. This also explains why I have always preferred a quiet environment and 
cannot work with the radio or the television on. While having an explanation for these 
issues is a relief it is also frustrating because there is little you can do about them. 
 My main strategy for dealing with dyslexia academically has been to spend 
more time on my assignments. While this has meant I have had to put in a lot of hours, I 
have up until now always managed to get things in on time. Unfortunately this strategy 
is only feasible for fairly short periods and I am now reaching the point where working 
every day is becoming counter productive. Like many people with dyslexia mine 
becomes worse if I am tired and even simple things become difficult. For example I 
made six mistakes when writing my husband’s birthday card recently and have had the 
words in sentences rearranging themselves so that I found it difficult to read them. This 
has never happened to me before and I have found it quite distressing. I recently read an 
article which talks about Rational Emotive Education. It said that teaching students not 
to procrastinate and to work harder will help them achieve (Bernard, 2009). I now know 
that this is not always true as there are limits and I am being faced with mine. From an 
REBT point of view the rational way of looking at this is to do the best I can and accept 
the consequences. However this can be very difficult when something is as important to 
you as your thesis at the end of a three year course. 
 Interviewing seven people who have depression and then working with the 
resulting transcripts has also had an emotional impact. One of the things that I found 
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difficult about interviewing people about their therapy was the sense of being 
powerless. This was because I had swapped the therapist role for one as a researcher. 
Coyle and Wright (1996) have noted the similarities between research interviews and 
Rogerian counselling. I think that these similarities were reinforced for me because the 
premises, where I carried out my research, resembled the clinical rooms where I work as 
a therapist. I was therefore interviewing people about therapy, gaining an understanding 
of their problems as a result, and was unable to do anything about them. My feelings 
had nothing to do with my assessment of the competence of the therapists working with 
the participants as I was very confident that they were doing their jobs well. This was to 
do with my own need to help people (probably having its origins in an irrational 
demand to be liked) and my frustration when I was unable to do so. This became 
particularly difficult when some of the participants asked for advice, and I had to 
answer in a neutral way. The difference between being a therapist and a researcher was 
also reinforced when I started to analyse the transcripts. As a therapist I only see people 
for an hour, working with them on a wide variety of different issues. This and good 
supervision allows me to gain some emotional distance. Working with the transcripts of 
people diagnosed with depression over a long period of time, was rather different. After 
a while I found myself becoming progressively more lethargic and I seemed to lose my 
enthusiasm for a research project that had kept me interested for several years. It took 
me a while to understand that I was experiencing transference. Months spent working 
with these accounts left me feeling a little down. When this was added to an extreme 
case of tiredness (I had only had five days off in three months) it seems unsurprising 
that I was ready for a break. 
 In many ways, I have learned a lot from the experience of producing my thesis. I 
am able to deal with my frustrations more readily, and I have gained a much better 
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understanding of cognitive therapy, both personally and professionally. However, I am 
now coming to the end of the process. At this stage I thought that I would want to 
celebrate when I handed in. However, I'm now ready to settle for a good night's sleep 
instead. 
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Appendix A 
 
Terms used to search PsycINFO 
 
1.  SEARCH: COGNITIVE.TI,AB. AND THERAP$3.TI,AB. 
2.  SEARCH: CBT.TI,AB. 
3.  SEARCH: (COGNITIVE WITH BEHAVIO$4).TI,AB. 
4.  SEARCH: COGNITIVE.TI,AB. AND 
RESTRUCTUR$3.TI,AB. 
5.  SEARCH: 1 OR 2 OR 3 OR 4 
6.  DEDUP: 5 
7.  Kept: 5 
8.  SEARCH: REBT.TI,AB. 
9.  SEARCH: RET.TI,AB. 
10.  SEARCH: RATIONAL AND EMOTIVE 
11.  SEARCH: 8 OR 9 OR 10 
12.  DEDUP: 11 
13.  Kept: 11 
14.  SEARCH: 7 OR 13 
15.  DEDUP: 14 
16.  Kept: 14 
17.  SEARCH: AGE=CHILDHOOD-BIRTH-12-YRS 
18.  SEARCH: 16 NOT 17 
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19.  SEARCH: LG=EN 
20.  SEARCH: 18 AND 19 
21.  SEARCH: PT=NON-PEER-REVIEWED-JOURNAL OR 
PT=BOOK OR PT=DISSERTATION-
ABSTRACT OR PT=ENCYCLOPEDIA 
22.  SEARCH: 20 NOT 21 
23.  SEARCH: FINDINGS.TI,AB. 
24.  SEARCH: INTERVIEW$.TI,AB. 
25.  SEARCH: QUALITATIVE$.TI,AB. 
26.  SEARCH: AT=QUALITATIVE-STUDY 
27.  SEARCH: PHENOMENOLG$4.TI,AB. 
28.  SEARCH: ETHNONURSING.TI,AB. 
29.  SEARCH: (GROUNDED ADJ THEORY).TI,AB. 
30.  SEARCH: (CONTENT ADJ (ANALYSIS OR STUDY OR 
RESEARCH)).TI,AB. 
31.  SEARCH: (THEMATIC ADJ (ANALYSIS OR STUDY OR 
RESEARCH)).TI,AB. 
32.  SEARCH: (NARRATIVE ADJ (ANALYSIS OR STUDY OR 
RESEARCH)).TI,AB. 
33.  SEARCH: (DISCOURSE ADJ (ANALYSIS OR STUDY OR 
RESEARCH)).TI,AB. 
34.  SEARCH: 22 AND (23 OR 24 OR 25 OR 26 OR 27 OR 28 
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OR 29 OR 30 OR 31 OR 32 OR 33) 
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Appendix B 
 
Tool used for Quality Appraisal 
 
 
 
 Critical Appraisal Skills Programme (CASP)  
making sense of evidence  
10 questions to help you make sense of 
qualitative research  
This assessment tool has been developed for those unfamiliar with 
qualitative research and its theoretical perspectives. This tool presents a 
number of questions that deal very broadly with some of the principles or 
assumptions that characterise qualitative research. It is not a definitive 
guide and extensive further reading is recommended.  
How to use this appraisal tool  
Three broad issues need to be considered when appraising the report of 
qualitative research:  
• Rigour: has a thorough and appropriate approach been applied to  
• key research methods in the study?  
• Credibility: are the findings well presented and meaningful?  
• Relevance: how useful are the findings to you and your organisation?  
 
The 10 questions on the following pages are designed to help you think 
about these issues systematically.  
The first two questions are screening questions and can be answered 
quickly. If the answer to both is “yes”, it is worth proceeding with the 
remaining questions.  
A number of italicised prompts are given after each question. These are 
designed to remind you why the question is important. Record your reasons 
for your answers in the spaces provided.  
The 10 questions have been developed by the national CASP collaboration for 
qualitative methodologies.  
© Public Health Resource Unit, England (2006). All rights reserved.  
No part of this publication may be reproduced, stored in a retrieval system, or 
transmitted in any form or by any means, electronic, mechanical, photocopying, 
recording or otherwise without the prior written permission of the Public Health 
Resource Unit. If permission is given, then copies must include this statement 
together with the words “© Public Health Resource Unit, England 2006”. However, 
NHS organisations may reproduce or use the publication for non-commercial 
educational purposes provided the source is acknowledged. © Public Health Resource 
Unit, England (2006). All rights reserved.  
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Screening Questions  
1. Was there a clear statement of the aims    Yes    No  
of the research?  
Consider:  
– what the goal of the research was  
– why it is important  
– its relevance  
__________________________________________ 
2. Is a qualitative methodology appropriate?  Yes    No  
Consider:  
–  if the research seeks to interpret or illuminate 
the actions and/or subjective experiences of  
research participants  
__________________________________________ 
 
Is it worth continuing?  
 
Detailed questions  
Appropriate research design  
3. Was the research design appropriate to Write comments here  
address the aims of the research?  
Consider:  
–  if the researcher has justified the research  
design (e.g. have they discussed how they  
decided which methods to use?)  

Sampling  
4. Was the recruitment strategy appropriate Write comments here  
to the aims of the research?  
Consider:  
– if the researcher has explained how the  
participants were selected  
– if they explained why the participants they  
selected were the most appropriate to provide  
access to the type of knowledge sought by the  
study  
– if there are any discussions around recruitment  
(e.g. why some people chose not to take part)  
 
 
© Public Health Resource Unit, England (2006). All rights reserved.  
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
Data collection  
5. Were the data collected in a way that Write comments here  
addressed the research issue?  
Consider:  
– if the setting for data collection was justified  
– if it is clear how data were collected (e.g. focus  
group, semi-structured interview etc)  
– if the researcher has justified the methods  
chosen  
– if the researcher has made the methods explicit  
(e.g. for interview method, is there an indication  
of how interviews were conducted, did they  
used a topic guide?)  
– if methods were modified during the study. If so,  
has the researcher explained how and why?  
– if the form of data is clear (e.g. tape recordings,  
video material, notes etc)  
– if the researcher has discussed saturation of data  

Reflexivity (research partnership relations/recognition of researcher bias)  
6. Has the relationship between researcher and Write comments here  
participants been adequately considered?  
Consider whether it is clear:  
– if the researcher critically examined their own  
role, potential bias and influence during:  
– formulation of research questions  
– data collection, including sample recruitment  
and choice of location  
– how the researcher responded to events during  
the study and whether they considered the  
implications of any changes in the research  
design  

Ethical Issues  
7. Have ethical issues been taken into Write comments here  
consideration?  
Consider:  
– if there are sufficient details of how the research  
was explained to participants for the reader to  
assess whether ethical standards were  
maintained  
– if the researcher has discussed issues raised by  
the study (e. g. issues around informed consent  
or confidentiality or how they have handled the  
effects of the study on the participants during  
and after the study)  
– if approval has been sought from the ethics  
committee  
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
Data Analysis  
8. Was the data analysis sufficiently rigorous? Write comments here  
Consider:  
– if there is an in-depth description of the analysis  
process  
– if thematic analysis is used. If so, is it clear how  
the categories/themes were derived from the  
data?  
– whether the researcher explains how the data  
presented were selected from the original  
sample to demonstrate the analysis process  
– if sufficient data are presented to support the  
findings  
– to what extent contradictory data are taken  
into account  
– whether the researcher critically examined their  
own role, potential bias and influence during  
analysis and selection of data for presentation  

Findings  
9. Is there a clear statement of findings? Write comments here  
Consider:  
– if the findings are explicit  
– if there is adequate discussion of the evidence  
both for and against the researcher’s arguments  
– if the researcher has discussed the credibility of  
their findings (e.g. triangulation, respondent  
validation, more than one analyst.)  
– if the findings are discussed in relation to the  
original research questions 

Value of the research  
10. How valuable is the research? Write comments here  
Consider:  
– if the researcher discusses the contribution the  
study makes to existing knowledge or  
understanding (e.g. do they consider the  
findings in relation to current practice or policy,  
or relevant research-based literature?)  
– if they identify new areas where research is  
necessary  
– if the researchers have discussed whether or  
how the findings can be transferred to other  
populations or considered other ways the  
research may be used  
© Public Health Resource Unit, England (2006). All rights reserved.  
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Appendix C 
 
Literature Review Master Table of Themes 
 
Theme / Sub-Theme Supporting Quotation 
Therapeutic Relationships  
  The Trusted Listener “he made me feel so comfortable and he was so 
sympathetic that, as soon as I came in the door, I could 
start sharing with him” (Berg et al.,2008, p. 276). 
 “I wanted to speak to someone who would be interested in 
me and not a mass of people” (Borrill & Iljon Foreman, 
1996, p. 66). 
 “I never felt that she switched off once, I always felt she 
was listening” (Clarke et al., 2004, p. 85). 
 “honest, respectful non-judgemental, available and even 
loving or caring” (Drapeau, Körner, Granger, & Brunet, 
2005, p. 106). 
 “one day, they say blue, one day black, and then one day 
red. Nothing seems solid enough here. The rules are there 
but not everyone follows them. So how can you expect 
someone to feel safe and try an’ fix his problems?” 
(Drapeau, Körner, Granger, & Brunet, 2005, p. 104). 
 “help and trust” (Drapeau, Körner, Granger, Brunet, and 
Casparet, 2005, p. 314). 
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Theme / Sub-Theme Supporting Quotation 
 “The group was wonderful. Today, I can still feel the 
support. I sometimes have telephone conversations with 
other group members, and ... just talk about how we're 
getting along” (Laberg et al., 2001, p. 166). 
 “Instead of me being looked upon in any particular way, 
re: the crime, you know, as a burglar, or a murderer or a 
rapist or a thief. I’m looked upon as an individual with a 
problem.” (Messari & Hallam, 2003, p.179). 
  Power and Authority “I felt like she was in control and she was going to look 
after me and make me better” (Borrill & Iljon Foreman, 
1996, p. 66). 
 "Initially taken back when the therapist was so young" 
(Clarke et al., 2004, p. 75). 
 “At first I relied on T then I moved over to relying on 
myself” (Clarke et al., 2004, p. 77). 
 “It’s a bit of a running gag we have here. When they 
(therapists) don’t want to hear you they tell you you’re 
distort.... distorting and then they don’t have to deal with 
you.” (Drapeau, Körner, Granger, & Brunet, 2005, p. 108). 
  
 “I just want to make sure they can put up with this shit, you 
know? ” (Drapeau, Körner, Granger, Brunet, and Casparet, 
2005, p. 319). 
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Theme / Sub-Theme Supporting Quotation 
 “the therapist should have applied more pressure” (Laberg 
et al., 2001, p. 168). 
 “I’m doing things I’m supposed to do” (Messari & Hallam, 
2003, p. 176). 
 “[The facilitators] made us all get our voices heard” 
(Newton et al., 2007, p. 137). 
  Others Like Me “When I went I found another lady, who had a similar fear 
to me ... it was great, because we could relate to each 
other and express ourselves, because what she was saying 
I felt. Up until then nobody felt like I did; everyone thought 
flying was wonderful” (Borrill & Iljon Foreman, 1996, p. 
69). 
 “Heterogeneous group: important to be able to identify 
with other participants” (Drapeau, Körner, Granger, & 
Brunet, 2005, p. 99). 
 “Sense of belonging: belong to a group, be with people 
sharing similarities, be in a group of peers” (Drapeau, 
Körner, Granger, Brunet, and Casparet, 2005, p. 314). 
 “All the patients talked about the importance of this sense 
of not being alone, which eased their feelings of shame 
and guilt.” (Laberg et al., 2001, p. 167). 
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Theme / Sub-Theme Supporting Quotation 
 “If the others were not doing well, it was hard to sit there 
and say, ‘Well, I've managed to eat really well all week, 
and I feel great,’ and so on” (Laberg et al., 2001, p. 167). 
  “Just knowing that I wasn't an isolated case, that it was a 
real diagnosis for which I could get help. Without a 
diagnosis you just suffer in silence.” (Mukherjee et al., 
2006, p. 1747). 
 “Like people take the mickey around my area, so [...]. 
Other people find it weird.” (Newton et al., 2007, p. 134). 
The Impact of Cognitive 
Therapy 
 
  Empowering   
  Information 
    Those not hearing  
    voices 
“she was able to tell me what fear was ... and the 
mechanism of fear within the body, and how things are 
triggered off and the feelings and sensations you get, and 
then you can relate ... when you're going through this, you 
know what's happening” (Borrill & Iljon Foreman, 1996, 
p. 67). 
 “presence of knowledge” (Glasman et al., 2004, p. 343). 
  “I was glad to get all these facts of what really happens in 
your body” (Laberg et al., 2001, p. 169). 
 “workbook ... explained the cycle of fear and I found that 
to be helpful not only for my panic but for other areas of 
my life” (Mukherjee et al., 2006, p. 1747). 
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Theme / Sub-Theme Supporting Quotation 
    Those hearing voices. “they tell me, the medical establishment, tell me are 
hallucinations, I still believe they are real” (Messari & 
Hallam, 2003, p. 179). 
 “C 5: I'm a schizophrenic, and therefore I, you know, I 
have very strong paranoid beliefs, and that can lead, it 
could lead me into danger to myself, and perhaps to other 
people 
I:  right 
C5: I need to take medication” 
(Messari & Hallam, 2003, p. 180). 
 “especially after you’ve seen like/like doctors and stuff, 
and they’ve reassured you that it’s voices that you’re 
hearing, then it’s nothing really to be scarred of, they 
can’t hurt you.” (Newton et al., 2007, p. 140). 
 Harinder said of his djinn “I could feel something behind 
me, and it was one of those voices that came and actually 
put his fingers on my back, is right next to me.” (Newton et 
al., 2007, p. 139). 
  Analysing the Problem “I realise that I can be independent in my problems 
because I can assess it, take it apart, analyse it and 
restructure it.” (Berg et al., 2008, p. 276). 
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Theme / Sub-Theme Supporting Quotation 
  “One of the main things, if you do actually sit down and 
write things down, it's amazing how it changes your mood” 
(Clarke et al., 2004, p. 85). 
 “hard to talk ‘cause when you do, they say you are 
distorting. And when you don't, you're avoiding” 
(Drapeau, Körner, Granger, & Brunet, 2005, p. 108). 
 “I sat down and wrote down the negative things that I was 
feeling, what it had churned up, yet again, um. It hadn’t 
churned up anything new. So I dealt with that and then I 
saw the situation of how it is today” (Glasman et al., 2004, 
p. 341). 
 “what he's doing, I think, is trying to let me see how all 
this ingrained belief system has been ingrained after a 
long time, has er slowly built up and and er. what's 
impressive, is his approach, he’s slowly introduced me to a 
theory of, that's the difference between er feelings and 
behaviour and er and and moods, and so forth, and how 
they interplay” (Messari & Hallam, 2003, p. 178). 
 “Talking with someone else, made me realise how I was 
acting.” (Mukherjee et al., 2006, p. 1747) . 
  “what made me stop hearing voices” (Newton et al., 2007, 
p. 136). 
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Theme / Sub-Theme Supporting Quotation 
Thinking Differently  “To bring a positive look at it helped me to break that 
cycle” (Berg et al., 2008, p. 275). 
  “My thoughts became more productive and more positive. 
Sometimes, even if they remain negative, my reaction to 
them was different” (Berg et al., 2008, p. 275). 
 “like I was 10 years ago, positive and energetic” (Clarke et 
al., 2004, p. 88). 
 “think about positive things” (Glasman et al., 2004, p. 
341). 
  “do something to just stop the cycle and that gives me a 
breathing space to think about it and that is increasingly 
enough” (Glasman et al., 2004, p. 342). 
  “It doesn’t have the same impact, it’s not strong enough 
almost, I kind of need an injection of something when I am 
with them”(Glasman et al., 2004, p. 345). 
 “ it just makes me er think about the future in a more 
positive way” (Messari & Hallam, 2003, p. 177). 
  “stop, think, and work through panic attacks” (Mukherjee 
et al., 2006, p. 1747). 
  Doing Things Differently “I was less focused on things that were getting me down” 
(Berg et al., 2008, p. 275). 
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Theme / Sub-Theme Supporting Quotation 
 “It made me realise that you can actually change your 
behaviour, and by changing your behaviour you could 
change your feelings, and by changing your feelings you 
could change your thinking, and by changing your 
thinking you could feel more healthy about yourself.” 
(Berg et al., 2008, p. 275). 
 “Then she said ‘I want you to walk the length of the plane’. 
Normally I've got superglue on the bottom of my shoes. I 
went up there and I was so proud that I'd done it” (Borrill 
& Iljon Foreman, 1996, p. 69). 
 “I don’t feel I have to hide part of me because they won’t 
like it” (Clarke et al., 2004, p. 88). 
 “While my husband was away I went out for lunch in town 
with a friend of mine. That’s the first time I’ve done that. I 
wouldn’t have taken that risk of doing it, but I did. I did 
think about that ... but I just went with it.” (Glasman et al., 
2004, p. 342). 
  “pushed me beyond what I feel my limits are ... to take a 
little bit more of a risk. I gained confidence from doing 
that” (Mukherjee et al., 2006, p. 1747). 
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Appendix D 
 
Notes for Contributors to the Clinical Psychology Review 
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Appendix A 
 
Interview Guide 
Version 2, 14/05/08 
Preparatory Information and Basic Details 
Information 
The following topics will be discussed with participants before the interview: 
 What the interview is about; your experience of REBT. 
 Confidentiality and anonymity; who will see what and data storage. 
 Sending out copies of the final report and what will be in them (show example 
paper). 
 What happens if the participant says that they might seriously hurt themselves, 
someone else or if there is a real risk of some one hurting them? 
 The right to stop the interview and withdraw from the study up to two months 
after the interview without giving a reason. 
 What happens if the participant finds the interview too upsetting? (The tape can 
be stopped and the issue can be discussed further if the participant wishes.)  
 Questions from the participant. 
 Consent and the signing of the consent form. 
Throughout X is used to denote the therapist’s name.  
Basic Details  
Where do you see X? 
How long have you been seeing X? 
How often do you see X?  
How did X become your therapist? 
What were the problems come to therapy with? 
Experiencing Rational Emotive Behaviour Therapy 
 
 
162 
Main Body of the Interview 
The aims of this study are; to use IPA to explore the meanings attached to the 
therapeutic process by clients, and to look at how the model and philosophy of REBT 
impact, if at all, on clients’ worlds. 
Lived Experience 
Can you tell me about your experience of therapy with X? 
 Prompts Tell me anything you want about it. 
   What has it been like? 
   What has it felt like? 
   Give me an example? 
Model 
Could you describe what happens in your meetings with X and how it works?  
 Prompts How does the therapy work? 
   Can you explain what X does? 
   Can you explain what do you do? 
   Give me an example? 
Change 
Can you tell me about any sessions you have found particularly memorable? 
 Prompts What have you liked most? 
   What have you liked least? 
Have there been sessions which have changed things for you? 
 Prompts As a result do you do things differently now? 
   As a result have your feelings changed? 
   As a result do you think differently? 
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If you are in a difficult or upsetting situation now, how do you handle that? 
 Prompt Give me an example? 
Who or what is responsible for these changes?  
Philosophy 
Has having therapy with X changed how you look at life? 
 Prompts How has your outlook on life changed? 
   How do you approach life now? 
How do you see other people now? 
 Prompt How have your relationships changed? 
How has you view of yourself changed? 
 Prompt Do you treat yourself differently?   
Has your attitude towards life’s difficulties changed? 
Ending 
Is there anything that you feel that we have missed out about your experience of seeing 
X and what that has meant for you and you life? 
Do you want to know anything more about the study? 
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Appendix B 
 
Letter Asking Therapists to take Part 
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Appendix C 
 
Therapist Information Sheet 
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Appendix D 
 
Therapist Consent Form 
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Appendix E 
 
Letter Asking Participants to take Part 
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Appendix F 
 
Participant Information Leaflet 
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Appendix G 
 
Participant Information Sheet 
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Appendix H 
 
Participant Form 
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Appendix I 
 
Participant Consent Form 
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Appendix J 
 
Letter Sent to Doctors 
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Appendix K 
 
Letter for Participants whose Doctor Expressed Reservations about their Participation 
 
 
 
Experiencing Rational Emotive Behaviour Therapy 
 
 
185 
Appendix L 
 
University of Wolverhampton Ethical Approval 
 
Emails Confirming University Ethical Approval 
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Letter from the University Ethics Committee 
 
 
Experiencing Rational Emotive Behaviour Therapy 
 
 
187 
Reply to the University Ethics Committee 
 
 
        27th July 2007 
 
The chair of the RIHS SMB Committee 
Co. Ms R. Kaur 
University of Wolverhampton 
Research Institute in Healthcare Science 
Wulfruna Street 
Wolverhampton 
WV1 1SB 
 
 
 
Dear Sir or Madam 
 
Re: Doctorate proposal for Counselling Psychology 
 
 Title: Experiencing rational emotive behaviour therapy: An interpretive   
  phenomenological analysis of clients’ perspectives 
 
As requested I am writing with regard to the comments made by the committee about 
access to medical notes contained in Appendix 2, (3). In order to carry out the proposed 
research it will be necessary to obtain a limited set of information, with participants’ 
full knowledge and consent, from their medical records or psychology notes. For the 
committee’s information I have included a copy of the proposed data set (subject to 
ethical approval) at the end of this letter. I have asterisked the items which would need 
to be obtained from participants’ notes. In addition, I have supplied a copy of the list of 
data items to Dr Jones, my external NHS supervisor and have asked him to email you 
directly regarding the suitability of its contents.  
 
There are four reasons why data will be needed from medical records: 
1. Participants may not know or accurately remember some information. For 
example: diagnosis because this is expressed in technical language, the number 
of therapy sessions because there have been too many to remember or the name 
of their responsible medical officer (RMO) because of staff changes.  
2. Some information is needed to protect the participant’s wellbeing. This includes 
a referral pathway for a follow-up psychology session in the event a participant 
being distressed by the research interview. In addition, knowing the name of the 
RMO is particularly important because this is the person who would need to be 
contacted immediately in the unlikely event of a risk issue such as suicide or 
harm to others being raised by the participant.  
3. To obtain accurate information that will allow this study to be compared with 
other studies thereby facilitating its publication in the scientific literature. It 
would also allow its generalisability to be assessed. (See participants sections in 
McGowan, Lavender & Garety, 2005 and Messari & Hallam, 2003 included 
with this letter.)  
4. To allow the participants accounts of therapy to be contrasted with the 
diagnosis and the issues that the therapist thinks are being addressed. 
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It was suggested by the committee that Dr Jones, could obtain information from 
participants’ medical records on my behalf. Unfortunately he would only have routine 
access to the records of clients at the NHS clinic where he works and my proposal 
indicates that I intend to recruit participants from several NHS trusts in addition to the 
private sector. However, it would be possible to obtain the information via the 
participants’ therapists, if the committee deems it necessary. Perhaps as the committee 
is concerned about this issue it might be helpful to say that as a trainee therapist on 
placement in Birmingham and Solihull Mental Health NHS Trust, where I expect to 
recruit at least some of my participants, I already have access to medical records. This 
has necessitated being vetted by the psychology department who require an enhanced 
check to be carried out by the Criminal Records Bureau. I would expect that any other 
participating NHS Trust or private therapist would need similar confirmation of my 
bona fides and am more than happy to provide this information to them or the 
University. Furthermore, I would be liable to criminal prosecution in addition to 
disciplinary proceedings by the British Psychological Society, of which I am a 
member, should I divulge information about the study’s participants inappropriately. 
 
I hope this letter fully addresses the issues raised by the committee. If further 
information is needed please do not hesitate to contact me. 
 
Yours sincerely, 
 
 
 
 
 
 
Mrs Ann Meaden 
 
 
Encs. 
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Data Set  
 
Client Data Record 1 (Held separately from other details)  
Participant number (allocated by the researcher) 
Name  
Address 
Telephone number 
Email 
Supply report when finished (Y/N) 
Address to send the report if different from above 
 
Client Data Record 2 
Participant number (allocated by the researcher) 
Age at interview 
Sex 
Ethnicity 
Number of therapy sessions * 
Date of first therapy session * 
Date of last therapy session * 
Therapy ongoing (Y/N) * 
Setting in which therapy took place.  (e.g. residential unit or outpatients) * 
Therapist number (refers to Therapist’s Data Record) 
Diagnosis at start of therapy * 
Type of psychiatric medication taken while receiving therapy. (e.g. antidepressants ) * 
Issues being addressed in therapy. (e.g. depression, anger, anxiety) * 
Length of contact with services and which ones (if available) * 
Responsible Medical Officer (RMO) number (refers to RMO’s Data Record) * 
Psychologist available for a follow-up session number. (refers to Therapist’s Data 
Record) * 
 
* Items of information needed from the participant’s medical or psychology notes. 
 
Client Data Record 3 
Participant Number (allocated by the researcher) 
Audio recording of interview 
 
Therapists Data Record 
Therapist number (allocated by the researcher) 
Name 
Address 
Telephone number 
Email 
Age 
Sex 
Ethnicity 
Occupation (e.g. Counselling Psychologist) 
Length of experience carrying out REBT interventions 
Agreement that interventions conform to REBT manual 
Participants seen (participant numbers only) 
 
Experiencing Rational Emotive Behaviour Therapy 
 
 
190 
Note: If the therapist does not have a client participating in the study and is just 
providing a follow-up therapy session then only contact details will be held. 
 
RMO Data Record 
RMO number (allocated by the researcher) 
Name 
Address 
Telephone number 
Email 
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Appendix M 
 
National Health Service Ethical Approval 
 
Letter from the National Research Ethics Service Confirming Ethical Approval 
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Reply to the National Research Ethics Service 
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Letter from Birmingham and Solihull Mental Health Foundation Trust Confirming 
Ethical Approval 
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Email Correspondence with the Connaught Square Practice giving permission to go 
ahead with the research. (Certain personal details have been omitted.) 
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Appendix N 
 
Participants’ Themes 
 
These are the themes which emerged for each participant at the initial stage of the analysis. 
 
Kahil’s Themes 
 
Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
Struggling 
Family Man 
Respecting 
family 
Not saying bad things about family even though they may have done things I don’t like (4.16) “nobody” 
taking care of them.  
 My family…My 
fault 
Taking on responsibility for family to the point where it is as if they have no responsibility for 
themselves. I’m the “reason” why she died (2.26) I could not help him (9.02) 
 I should have 
been there 
As it says on the tin! I was away.(8.04) 
 Family should 
be 1st 
Family is the priority number 1 in life. I believe this and so should members of my family. “neglect” 
(7.29) 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 Cultural 
attitudes 
Nice life = wife, age = wisdom (12.26) “finish my life in a nice way” 
 
 
Self 
Condemning 
Self 
Giving gory details to show how bad I am. I am a loser and a failure. Also about selfish past self. “keep 
doing mistakes you see” (7.23) 
 Lost Self Loss of respected, social, business man who was decisive and strong. Also loss of hope, purpose, 
meaning and ability to cope (15.22). Used to be “active” and “work” lots of hours. 
 Submerged Helpless, sinking down, wanting rescue. (27.01) “self sinking down” 
 Conflicted self Fight between competing demands. One which can’t be won  “a fight that I can not do anything” 
(16.11) 
 Hidden self Hiding the self by not talking and not seeing others  “I don’t express my feelings” (06.14) 
Emotions My feelings I am wrong, heart “not beating”, limb not “moving” (17.13)  
 Upset Emotional expression in interview. (12.17) Hesitation = shame? 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
Changing 
Things 
My Solutions Solutions to depression and problems. For example having hope. Something to be found. A change in 
feeling. Tends to be passive. “Hope” coming back (25.18) 
 Therapist 
qualities 
Listens, cares, patient and good. “because he really cares about the situation” (28.24) 
 Therapist's 
conclusion 
Gives me my conclusion, wanting to have problem solved by expert as in medical model i.e. "he tell 
me" (31.18) “his conclusion” (28.27) 
 My role is to 
talk 
“Interesting to talk” (06.09) 
 How does this 
help? 
Treatment offered incompatible with beliefs about health eg medication, talking and being given a 
solution “I don’t believe in medications” (18.10)  
 Anonymity Enables talking “its nice to talk to somebody you don’t know.” (6.20) 
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Tariq’s Themes 
 
Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
Rejection I'm “not 
allowed” 
Not allowed to be my self in an authentic way. To be gay or a student. I am looked on as a stranger and 
less (7.06). 
 “Why just me” Asks why this has happened to him (12.27). 
 “I want to be 
normal” 
Not gay and free to do what I want. I don’t want to fear going back to my country (14.16). 
 I want to tell 
everyone 
Wants to be able to say I'm gay without fear of consequences (12.26). 
Therapy Culture Clash Clash between Tariq's culture and British liberal/National Health Service culture where it’s okay to be 
gay. Includes therapist's unsuccessful reassurance. “There’s plenty of just like you” (3.27) 
 Safe place to 
talk 
Therapy is the only place were it is okay to reveal all aspects of the self including being gay and trauma 
(3.06) Telling “everything” 
Experiencing Rational Emotive Behaviour Therapy 
 
 
202 
Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 “I like to tell 
him” 
Enjoys talking to therapist (3.09) 
 He tell me Therapist tells me and shows me. Tells me to take it easy and go step by step. But Tariq can't give 
concrete examples of what he did/thought as a result “take it easy, no, no worry, these kind of things” 
(1.24) 
 Medication 
helps sleep 
“I’m asleep now and I get a tablet” (8.08) 
 Practical help The therapist wrote a report for his lawyer (9.11) 
 Confusion 
about therapy 
Did not understand that he had a role. (14.08)  
 No change This not necessarily about therapy, no change in the outside world either. He understands the difference 
but still confuses them. “It’s always the same” (11.22) 
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Jane’s Themes 
Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
The 
Problem 
“Anxiety Pit” Anxiety. Being hauled out of the pit (14.19) and less frightened “Amorphous anxiety”  
 “Naughty 
Child” 
Uncontrollable wild free. Eats what it wants and reacts angrily if threatened or someone tries to curb its 
freedom. (28.12) 
 “Rigid” control 
v want 
Two poles applying to body or emotions ;(22.28) uncontrolled or you rigidly control it  (16.02) 
Therapy My Model Simplified and distorted bits or Rational Emotive Behaviour Therapy (REBT). Stages of change to 
thoughts and behaviour. Confusion between REBT and Cognitive Behavioural Therapy (CBT) (2.22). 
 “Switch” The “switch” has flipped for thoughts but not behaviour. Magic bullet (11.19, 29.26) 
 “Came out” Things emerge in therapy (6.10) “not even conscious of them” 
 “Stand Back “ “Stand back” in my head (8.29). 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 “Useful” Therapy helpful but not a cure (7.21) 
 Low Frustration 
Tolerance 
A label “Just my Low frustration Tolerance” but doesn't t always change what I do. (10.13) 
Therapist Want my “hand 
held” 
More books, therapy and support (12.14). 
 “Prickly” 
Relationship 
Wanting to please as opposed to “prickly” “distant” “cold” therapist (18.26). Challenging therapist . 
Anger. Structure 
 He said Therapist giving advice and information. (3.06) Recommended books by Windy Dryden. 
 My solution Therapist's “my saviour” (13.19) who solves it for me as in the Medical Model. (12.28) Like General 
Practitioner 
 Home work 
hard 
“Slog” (6.27). Particularly writing things down. 
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John’s Themes 
Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
My story “I'm bipolar” Cycle of manic phases where I am sectioned and the following depression (2.12). Manic (17.12) 
Feelings Beating self up Experience of depression as a “battle” (45.27) and a “struggle”. Overwhelming 
 “butterflies not 
piranhas” 
The experience of anxiety (25.08, 24.24). 
Therapy Self therapist Becoming you own therapist by reading and going to counselling class - educating self (25.39)  
 Changing 
thoughts 
"Preferences not demands" (4.14) "Fallible human being" (40.22) 
 “Reference” 
points 
Using past behaviour to challenge thoughts (46.05) 
 Things I do now Talking risks and not avoiding things.  “I will go out and do things” (36.14) 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 Digging out 
thoughts 
Use of REBT to recognise (negative) thoughts and then analyse them using an “ABC” formulation from 
REBT (52.15) . 
 I have worked at 
it 
Therapy as a job of work which is long term. Use of mechanical metaphor (34.27) 
 Difficulty 
applying 
It makes sense but I don't believe it. Not powerful enough. Need the “feeling”(23.17) 
 “Bits and pieces” (20.06) Likes REBT and most useful bits from other therapies and sources. For example setting goals 
(29.03) and compassionate mind (37.05). 
 More therapy Not enough therapy for those seriously and chronically mentally ill (58.04). 
Therapist Therapists 
“washy- washy” 
Critical of past therapists. For example touchy feely or the client has the answer (6.27). 
 Therapist direct Likes the way the therapist is direct and can confront him when he is “dwelling” (7.06). 
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Joseph’s Themes 
 
Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
The problem Others expectations My family have a problem with the way I behave; staying in bed and at home. They get angry and 
worried about it. “I might not be feeling particularly irrational” (19.28). 
 Dealing with their 
problem 
Deals with others by avoiding them and doing things to please them (including the therapist) Avoids 
“bumping heads” (18.14). 
 Motivation Lazing around is okay if I have nothing better to do such as- places I need to be or friends who 
“inspire” (10.14) me to do things. The more the “merrier” (10.16). 
 My energy Activity boosts but “energy but does not necessarily improve my mood (24.05). 
Expectations 
of therapy 
Full blown 
psychoanalysis 
Expected “psychoanalysis” in which deep thoughts were explored and a theory given. Like medical 
model (1.27) 
 “Self Help” I am doing more than expected.  Three people in the room me the client, me the therapist and the 
therapist.  “I’m counsellor and patient” (28.03) 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 Hidden thoughts 
revealed 
Revealed hidden thoughts. Questions from the therapist helped this (40.16) 
 Leading me Therapist leading me by asking questions. Like a child being “lead” to “discover” things (29.16). 
 Behaviour change Behaviour changed not thoughts. Behaviour change the goal (17.13). 
 Home work Sheets to fill in. Forms. Watching YouTube (6.26). Activity. 
 My REBT Individual interpretations of REBT. How I think any way (34.39) 
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Lydia’s Themes 
 
Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
Me Feelings “Frustration” (11.02) “vulnerability” (17.18) “humiliating”(09.21) 
 I help people too Lydia as a "therapist" with others (12.27). 
 I over complicate I'm difficult client “extreme”, with “muck”, always saying “but, but but”. “Suicidal depressive!” 
Dramatic. No “boundaries” (3.22). 
 Oblomov Description of depression as illness. Oblomov a Russian literary character who never really wants to 
do things (23.21). 
 The Ideal Therapist Strong able to handle emotion and logic without being “overwhelmed” (30.13). 
Therapy/ 
therapist 
Therapist = Safe 
Place 
The therapeutic relationship is a “safety place” It replaces and is safer than relationships with family 
and friends (4.20). 
 “Checking” In The therapist asking about the client “maybe more of a check in rather than anything else” (8.19). 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 Fun not therapy Enjoys sharing funny things with the therapist but does not see this as ultimately productive as there 
is a good therapeutic relationship. “waste of time” (21.10). Also “facile” book (31.01). 
 My flexible 
therapist 
“Flexible” about appointments (1.14). 
Ideal vs 
Actual 
Therapy 
I want more time “there isn’t enough time” (15.18) 
 It’s the therapist not 
therapy 
Finds therapist's “character” and personality helpful but not the therapy used. Rejection of solutions 
(13.11) 
 “Rucksack” This is where all the mental “muck” goes which is too overwhelming to be dealt with by me or the 
therapist (8.02). 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 “Talk Tackle Deal” Wants tick list, goal oriented therapy. Work focused on solutions which include concrete advice 
from the therapist. Wants structure for self and therapy (4.30). 
 “Sit With It” Facing emotions and low frustration tolerance brought about by problems. This includes a 
preference belief and the ability to say so what. Not always helpful. (23.18) 
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Susan’s Themes 
Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
My Story Triple whammy Loss of sight, loss job and loss of money. A shock over “in 15 minutes”. “Floored”. Unable to 
change circumstance (2.17, 2.24, 4.17). 
 I don't have a job 
now 
Changes brought about by not having a job. Los of work  “cut off a lot of things” (28.28). 
 Good V Bad guys People who treat me well verses people who don't. Unfairness. Includes people who are responsible 
for losses; financial, job and sight  Having to “fight” (4.11). 
Feelings My feelings “Wallowing” in “misery”. In the past and present .Talk about feelings in the interview (8.13). 
 Acceptance of 
reality 
“Accepting” that some aspect of the situation Susan is in won't change (Job sight etc). Taking a 
realistic view without being upset. (27.24) 
 Avoiding 
judgement 
Fear of negative evaluation by self or others. Avoiding telling people things so that thy can not think 
poorly of Susan. Maintaining self-image. (23.20) “I don’t tend to discuss it” 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 My therapy my way Not using therapy as intended by therapist. Rebellion? “Useful” but not along “CBT line” (5.30). 
Therapy Focus on social 
activity 
Having someone (therapist) observe and check what's being done regarding exercise and social 
activity. Link to deadlines and references to social activity “ just reported in what I had done” (7.06) 
(9.06). 
 I like him anyway Even though the therapist does not always meet her expectations she likes him and has found 
therapy helpful. For example time keeping (17.01). 
 Therapeutic talk Anonymity. Non-judgemental. The theraoist doesn’t bring his opinions in although Susan finds this  
difficult to get used to. Will miss therapy when it ends. Talking to clarify your thinking.  “sounding 
board” (30.17). 
 Therapist gives 
practical help 
Seeing her to help with benefits (1.27) 
 Therapist gives info Use of written materials which are not always used by Susan. Also other reading (15.21, 18.16). 
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Theme Sub-Theme Notes and Supporting Quotations (Including their Page and Line Numbers in the Transcript) 
 Therapy v time Which has had the greater impact (24.21). 
 Tolerance of failure Willing to endure negative evaluation in order to do something she wants to do (32.14). For example 
poetry and drawing lessons  
 Unexpected therapy These are the differences between what Susan expected of therapy and the reality (5.14). Also 
includes things not understood.  
 To show up Role in therapy (9.28). 
 Meaning of 
depression 
Susan’s idea of what depression is.  “sitting in the dark in my room” (9.01) 
 My solutions “looking forward” (28.02) 
 Negative thinking Taught to recognise it, but hard to change. “Approach” will “carry you through” (32.03) Negative 
thinker (31.09) 
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Appendix O 
Links between Individual Themes and Final Analysis 
Table Showing How Themes Taken form Individual Transcripts Link to the Themes in 
the Final Analysis 
Theme Sub-Theme Participant Participant Theme 
The Problem Sinking in the Mire Kahil Lost Self 
   Submerged 
   My feelings 
   Upset 
  Jane “Anxiety Pit” 
  John Beating self up 
   “butterflies not piranhas” 
  Lydia Feelings 
   I over complicate 
   “Rucksack” 
  Susan My feelings 
   Meaning of depression 
 Locating the Problem Kahil Respecting family 
   My family…My fault 
   I should have been there 
   Family should be 1st 
   Cultural attitudes 
   Condemning Self 
   Conflicted self 
  Tariq I'm “not allowed” 
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Theme Sub-Theme Participant Participant Theme 
   “Why just me” 
   “I want to be normal” 
   I want to tell everyone 
   No change 
  Jane “Naughty Child” 
   “Rigid” control v want 
   Low Frustration Tolerance 
  John “I'm bipolar” 
  Joseph Others expectations 
   Dealing with their problem 
   Motivation 
  Lydia I over complicate 
   “Rucksack” 
  Susan Triple whammy 
   I don't have a job now 
   Good V Bad guys 
The Therapy Expectations of 
Therapy 
Kahil My Solutions 
   Therapist's conclusion 
   How does this help? 
  Jane My solution 
  John Self therapist 
   I have worked at it 
  Joseph Full blown psychoanalysis 
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Theme Sub-Theme Participant Participant Theme 
   “Self Help” 
  Lydia “Talk Tackle Deal” 
   “Rucksack” 
   The Ideal Therapist 
   “Checking” In 
  Susan Unexpected therapy 
 Additional Information Jane He said 
  John Self therapist 
   Therapists “washy- washy” 
  Joseph Home work 
  Lydia Fun not therapy 
  Susan Therapist gives info 
 Digging out Thoughts Kahil Hidden self 
  Jane “Came out” 
  John Digging out thoughts 
  Joseph Hidden thoughts revealed 
   Leading me 
  Susan Therapeutic talk 
 Using the ABC Model Kahil Therapist's conclusion 
  Tariq He tell me 
   Confusion about therapy 
  Jane My Model 
  John Digging out thoughts 
   Changing thoughts 
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Theme Sub-Theme Participant Participant Theme 
  Joseph My REBT 
  Lydia “Sit With It” 
  Susan Unexpected therapy 
   Negative thinking 
 Difficulties in Applying 
the REBT Model 
Jane “Switch” 
   “Stand Back” 
   Low Frustration Tolerance  
  John Difficulty applying 
  Lydia “Sit With It” 
   Oblomov  
  Susan Negative thinking 
 Changes John “Reference” points 
   Things I do now 
   Changing thoughts  
  Joseph My energy 
   Behaviour change 
  Susan Focus on social activity 
   Tolerance of failure 
   Acceptance of reality 
   My solutions 
The Therapist I Like to Talk Kahil Therapist qualities 
   My role is to talk 
   Anonymity 
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Theme Sub-Theme Participant Participant Theme 
  Tariq Safe place to talk 
   “I like to tell him” 
  John Therapists “washy- washy” 
   Therapist direct 
  Lydia It’s the therapist not therapy 
   Therapist = Safe Place 
   My flexible therapist 
  Susan I like him anyway 
   Therapeutic talk 
 Prickles Jane Want my “hand held” 
   “Prickly” Relationship 
  John More therapy 
  Lydia I want more time 
   It’s the therapist not therapy 
  Susan My therapy my way 
   I like him anyway 
Unused 
Themes 
 Tariq Culture Clash 
   Medication helps sleep 
   Practical help 
  Jane “Useful” 
   Home work hard 
  John “Bits and pieces” 
  Lydia I help people too 
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Theme Sub-Theme Participant Participant Theme 
  Susan Avoiding judgement 
   Therapist gives practical 
help 
   Therapy v time 
   To show up 
Note. The process of moving form individual themes to the identification of patterns 
across cases was a creative one which sometimes led to “a reconfiguring and 
relabelling of themes”, (Smith, Flowers, & Larkin, 2009, p. 101). In this case the table 
shows how themes from individual participants fed into the final analysis. Sometimes 
the relationship was simple and there was a one to one correspondence. An example 
of this was the “anxiety pit” theme which emerged from Jane’s account and formed 
her contribution to the sinking in the mire theme. In other cases some themes were not 
used or the relationship between the themes generated from the analysis of individual 
transcripts and the final analysis was complex. For example three themes from 
Lydia’s account fed into the sinking in the mire theme some of which also contributed 
to the themes locating the problem and expectations of therapy. As these themes, and 
the transcripts from which they arose, were considered in the context of the analysis 
as a whole, ideas generated by them were reorganised and reformed.  Smith et al. 
describe this process as a hermeneutic circle in which data is iteratively examined by 
the researcher using differing perspectives.  
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Appendix P 
Master Table of Themes 
 
Theme / Sub-Theme Supporting Quotation and Source  
(Including Transcript Page and Line Number) 
The Problem  
   Sinking in the Mire   sinking more down, and I can feel myself, erm, erm, getting 
deeper (Kahil, 26.30) 
 My heart is empty and it keep beating and err it’s not a pain. 
It’s a very strange feeling, its err, I don’t know how to 
explain its err, its like, okay, you want to move your hand, 
but you can’t move your hand but there is no pain. [...] But 
you can’t move. There is something there stopping the 
muscle to move. [...] So, the heart is beating on empty and 
too much. (Kahil, 17.10) 
 hauling me out of the anxiety pit (Jane, 14.19) 
 you become anxious about your weight, or your, um, your 
lack of friends or your, you’re not sleep, or your health, you 
know, um, er, it’s, like, amorphous (Jane, 8.04) 
 an overwhelming sense of fear all the time (John, 24.24) 
 here’s so much muck that, that maybe it’s just hard to work 
through (Lydia, 30.09) 
 I couldn’t wallow in my own misery (Susan, 8.13) 
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Theme / Sub-Theme Supporting Quotation and Source  
(Including Transcript Page and Line Number) 
   Locating the  
   Problem 
It’s a fight that I can not do anything and I am trying to do 
something. But if try I to do something, what shall I do and 
which side shall I go for, because I can not. So if I’m going 
to do something here, [...] I’m, I’m going to. My conscience 
is going to hurt me very bad for this one. (Kahil, 16.11) 
 I would be like normal, like everyone ... that’s make me 
very happy (Tariq, 14.15) 
 I see my self as a naughty child, um ... who, er, er, who it is 
very difficult to control (Jane, 28.12) 
 I’m bipolar [..] and erm the first time I saw him was when I 
was like, it was just coming into the depression part of the 
bipolar. (John, 2.12) 
 Well I might not be feeling particularly irrational but my 
mother’s in distress so it would be easier to avoid that. [...] 
Rather than be there and then. So I suggested maybe she 
might benefit from here (Laughter). (Joseph, 19.28) 
 I over complicate things and that’s sometimes hard to deal 
with and there’s, there’s, sometimes, if there’s a lot of muck 
it’s very hard to see what, what’s really, so I think that’s 
been a constant problem. (Lydia, 3.22) 
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Theme / Sub-Theme Supporting Quotation and Source  
(Including Transcript Page and Line Number) 
 I was made redundant, I was facing a major [...] operation 
and find, finding out at the same time, and then found out  
that I was in danger of losing a great deal of money. [...] so 
those three things alone floored me somewhat. (Susan, 2.17) 
The Therapy  
   Expectations  of  
   Therapy 
I used to see from the movies, people who sit, sleep on couch and 
talk. [...] Keep saying the things and doctor writes things. And 
then in the end he give them, yeah you have this you have blah, 
blah, blah. [...] Go you are cured! (Kahil, 27.29) 
 When I first came, I think I, er, I wanted him to be my 
solution, you know, I wanted him to be, [...] rather like you 
see a GP, you know, you go in and you’re given the 
solution, you’re told what to do and off you go. (Jane, 
12.24) 
 I have to work at it, you know, sort of hourly, daily (John, 
34.27) 
 in practice he should be the therapist and well, I’m the 
person on the couch so to speak. [...] But because of the way 
it seems to work it’s almost like, um, it’s almost like there’s 
three of us. [...] So it’s like I’m both the counsellor and the 
patient and he’s almost like a third party interjecting here 
and there. (Joseph, 28.03) 
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Theme / Sub-Theme Supporting Quotation and Source  
(Including Transcript Page and Line Number) 
 one should be tackling one issue, talk, tackle, deal with, next 
issue, talk, tackle, deal with, [...] So, I think that would work 
better as a structure in the therapy (Lydia, 4.30) 
 I found it useful to have somebody to come to talk to [...] I, 
it wasn’t what I expected though [...] because he didn’t do a 
lot of asking questions, it was more about ... what I was 
saying. (Susan, 5.11) 
   Additional  
   Information 
I read them, and I realised that basically once you 
understand, then it doesn’t matter what your problem is 
(Jane, 3.06) 
 I've seen a video of Ellis [...] and I thought, well yeah, he's 
not just sitting there listening because I mean the things I've 
read about like say Carl Rogers, [...] erm where he says the 
patient knows that their cure is; they just need to find it. I 
don't go along with that, you know. [...] You know, I need to 
learn new ways of thinking. [...] Erm and Ellis gives you 
that (John, 7.13) 
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Theme / Sub-Theme Supporting Quotation and Source  
(Including Transcript Page and Line Number) 
 the experience of reading sometimes is, you know, it just 
makes me worse, [...] than I was before. [...] Erm, you know, 
because it, it's very uncomfortable, I find it very 
uncomfortable sometimes, you know, reading these things 
and thinking, [...] well, I'm doing all this to myself. [...] You 
know. So then I start beating myself up for doing this to 
myself rather than reading, you know, when I read 
something try and apply it. (John, 19.09) 
 video on U-tube. [...] Which I kept, and I watched and so I 
could; I found myself identifying with like the process that 
he was talking through and thinking that sounds, err, like 
what I do (Joseph, 6.20) 
 Really sort of facile.  Um, it’s just a little skinny book I’d 
say for idiots (Lydia, 31.02) 
 
 
I looked it up on the internet but ... I didn’t follow it through 
(Susan, 18.17) 
   Digging Out  
   Thoughts 
 Yes, it’s very, I mean it, interesting to talk, because some 
things inside you [...] and I’m the type of person who is 
secretive, sometimes. It’s not secretive, I don’t express my 
feelings very well, because it’s not going to help. (Kahil, 
6.09) 
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Theme / Sub-Theme Supporting Quotation and Source  
(Including Transcript Page and Line Number) 
 the other thing that was interesting was that these thoughts 
don’t, you’re not even conscious of them sometimes [...] you 
just notice a change in how you feel (Jane, 06.12) 
 I wouldn't have thought it was at all possible, but the work 
that I've done, you know, in digging out what the underlying 
thoughts are, you know, of making the unconscious 
conscious [...] Erm and knowing that, that you can, with a 
lot of practice in my, [...] in my particular instance, erm 
knowing that you can has made a hell of a difference. (John, 
10.55) 
 So it’s almost like he’s encouraging me to, um, diagnose and 
like, myself. Almost like teaching young children. You sort 
of lead them, lead them and then they sort of discover 
something that, you know, you sort of know and you felt 
you’d get that way, it feels different because from their 
perspective they’re as good as discovered it on their own. 
(Joseph, 31.02) 
 
 
by using someone as a sounding board [...]Well you almost 
hear yourself speaking and saying ‘that’s ridiculous’ or 
something. (Susan, 30.17) 
   Using the ABC  
   Model 
I have to think positive. [...]That I have to, err, change the way 
how I am, that I have to socialise more. (Kahil, 23.08) 
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 He [the therapist] said oh things happen like this, it’s fine, 
like, he explain for me every time like, ... things and make it 
me take it easy, no, no worry, these kind of things (Tariq, 
1.12) 
 the same ... um, set of, er, of thinking and challenging, um ... 
and working out stratagems (Jane, 3.19) 
 But I realised, over time, that there really was a conscious 
thought there, you know. There's an underlying belief in 
there somewhere, [...] that's causing me to feel this way, [...] 
you know. And that, so that, you know, that's the event, 
that's the belief and the consequence is my feeling this way. 
[...] Err and usually avoidance. (John, 54.08) 
 we talked about rationalising how you feel before you react 
to a [...] to a situation, scenario. [...] And I tend to do that a 
lot so people have told me I don’t seem to get upset or angry 
(Joseph, 2.19) 
 You know, if you get your paper done and you die not doing 
it, does that, you know, I mean, it’d be nice if you do it. [...] 
But, you know, it’s not massive (Lydia, 25.01) 
 Cognitive Behavioural Therapy is about positive, well he 
said it wasn’t positive thinking, but it, it’s getting, changing 
negative ways of thinking (Susan, 5.20) 
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   Difficulties in  
   Applying the REBT  
   Model 
I’ve got the switch for understanding it, but I haven’t got the 
switch yet for doing it (Jane, 29.26) 
 I went through a week or so where I was doing really well, 
where I could actually stand, er, I actually could stand back 
in my head enough (Jane, 8.26) 
 intellectually I can accept it all, but sometimes I don't get the 
feeling (John, 23.17) 
 I do try to um, his sort of sit with it and so what.  Um, I’m 
not sure if it’s making me more of an Oblomov than, than I 
should be, I’m not sure if it’s a detrimental effect on giving 
me too many excuses. [...] I’m not sure it quite fits me in 
character, but it’s also, it doesn’t hurt me to, to know this 
and sit with it. (Lydia, 23.18) 
 Yeah, you recognise those, well I know mm, you know, 
obviously if you’re having negative or unhelpful thoughts, 
it’s, they’re there, it’s very, [...] I find it very hard to say 
‘right let’s turn it around into something positive [...] so I 
always wait till it passes... (Susan, 10.12) 
   Changes So the, that's the difference, that, you know, I will go out 
and do things, you know, no matter how hard I think it 
might be (John, 36.14) 
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 I know I can do all these things. I mean [...] I've got 
references now that I've done them (John, 26.17) 
 “it's got rid of a lot of my anger as well, [...] at society. 
Yeah. You know, I'm seeing it, as I say, you know, as a 
more of an incomplete, fallible system, [...] but one that's 
workable”. (John, 41.12) 
 Um, it hasn’t clarified the process but it’s encouraged me to 
be more, err, be more active and so [...] And a general, err, 
sort of, um, come up a few energy levels so [...] My, err, 
involvement in my own life has increased, I’ve been more 
active all round. (Joseph, 24.13) 
 So I would make sure that I had; oh, I don’t know, gone to a 
yoga class [...] or seeing friends or, [...] or done something 
like that, that I wasn’t just sitting in the dark in my room. 
[...] you know, I was still depressed, but I was managing the 
depression somewhat. (Susan, 8.24) 
 I thought well, I’ll just go out and do it, so that’s something 
that’s come out of it is the [...] ability to change your 
thought processes and then test yourself. (Susan, 33.06) 
The Therapist  
   I Like To Talk he really cares about the situation (Kahil, 28.24) 
 its nice to talk to somebody you don’t know (Kahil, 6.20) 
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 I like to talk to him because I don’t talk to anyone, like, tell 
them everything (Tariq, 12.02) 
 You know. I felt judged by other psychiatrists and I felt 
judged by previous therapists. [...] But I didn't feel judged 
in, in, in that, in that, when I was talking about it that time” 
(John, 13.07) 
 if I'm err dwelling on something, [...] he'll tell me, 'You're 
dwelling on it,' you know. [...] He's quite straightforward in 
that respect. (John, 7.04) 
 the benefit I find from him is his calmness and practicality 
(Lydia, 3.08) 
 Even friend wise it’s kind of iffy you know, I mean, um, for 
all sorts of reasons.  Um, so he’s good as a, stability point 
(Lydia, 5.24) 
 when you’re talking to friends they’re interjecting with 
either their own situation or advice or, ... whatever, but 
when he didn’t ... that took some getting used to (Susan, 
13.22) 
 it would have, it worse for me if I didn’t ... [...] have 
someone who was a stranger [...] erm ... who didn’t have 
any judgements or any thing (Susan, 12.24) 
   Prickles Why can’t I have more sessions? (Jane, 32.20) 
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 “originally appeared quite prickly and cold and distant [...] 
not exactly, but, you know, I felt, because I was projecting 
my bad” (Jane, 18.26) 
 the time’s limited, [...] And I’m not sure it should be (Lydia, 
29.19) 
 So it’s more character based for me rather than a, the actual, 
[...] Therapy (Lydia, 3.11) 
 I found him useful but I’m not sure along the CBT line. 
(Susan, 5.29) 
 He ran off and had to do printing and stuff and I was sitting 
here. Wondering what I was doing, you know so, [...] so I 
think the management of his Time, or my time, come to 
think of it [...] I think I would have done differently. (Susan, 
16.08) 
 I think more should be done erm for, you know, this is not 
just for myself, but more should be done where people have 
the option of therapy. I don't think, [...] there's enough of 
that (John, 58.04) 
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